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In the name of Psychiatry I wish to thank the 
Society for having asked me to give the Shat- 
tuck lecture this year. The step-child of medi- 
cine is still sensitive to such novel attentions, for 
only recently has she been allowed to appear in 
company, and then she has been expected not to 
say much. She may show some awkwardness 
and embarrassment in a situation like the pres- 
ent, and is entitled to your indulgence. 

I hope that you do not expect from me this 
evening the announcement of any dramatic 
achievement in psychiatry, of some enlightening 
formula, some new method, some new cure. It 
is a great delight to us all when a simple formula 
suddenly proves the key to a bewildering variety 
of obscure data; new methods are eagerly wel- 
comed, especially when they offer us a short cut 
to important conclusions and obviate the pain- 
ful necessity of thought; cures make a special 
appeal to us and we snatch at them eagerly from 
the hands of the laboratory worker and even 
from the counter of the pharmaceutical houses. 
Psychiatry has not yet found an antidote for 
paranoia ; the new methods still fail to relieve us 
from thinking; human nature in difficuities is 
too complex to be embraced in any simple for- 
mula. 

I must therefore do my best to discuss in 2 
general way this medical discipline in which the 
material consists of human nature, reacting to 2 
wide variety of circumstances; the methods are 
as varied as the levels at which we study human 
nature, and the treatment is apt to be of long 
duration and of individual application. 

This medical discipline can hardly be con- 
sidered as one of the specialties ; it does not deal 
with one organ or system or group of organs, it 
deals with the person in his totality. Psychiatry 
is as broad as medicine, if medicine be the sci- 
ence and art of dealing with disease, and if we 
take Councilman’s definition of disease as 4% 
change produced in living beings, in conse- 
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quence of which they are no longer in harmony 
with their environment. 

Internal medicine deals with special aspects 
of this problem; it leaves many factors cut of 
account ; it deals with the patient as an isolated 
unit ; it even tends to ignore the patient and to 
deal exclusively with the limited process, which 
is apt to be considered the disease. It has won 
many triumphs over these morbid processes, 
these disease-entities, and the prestige of thes: 
triumphs has done much to relegate to compar- 
ative obscurity the patient, the more or less ir- 
relevant host of the individual disease. There 
is something startlingly familiar about this at- 
titude; it reminds us of an earlier time when, 
too, diseases were allowed an independent ex- 
istence, but were formulated in terms of evil 
spirits or magical substances and cast out, not 
by antitoxin nor glandular extract, but by less 
modern magical procedure. Is it possible that, 
disguised in more modern garb, some of this 
primitive attitude towards disease still lingers 
on, and that the modern scientist in his thought 
has something in common with his predecessor, 
the witch-doctor? At any rate we cannot deny 
that his medicine is infinitely more potent, and 
that the recognition of causal laws has furnished 
weapons against disease as much more potent 
than magic, as modern firearms are than native 
arrows. 

While giving all credit to modern internal 
medicine for these triumphs against certain 
diseases, especially infectious diseases and dis- 
eases associated with fundamental metabolic dis- 
orders, one has to admit that there are countless 
people suffering from a great variety of ail- 
ments, where the disease, or change leading to 
lack of harmony with the environment, seems 
not to be so strictly alien to the patient himself, 
but where the patient seems somehow or other 
to be involved in the disease equation. 

In these cases it may be necessary to take 2 
less specialized attitude than that of the intern- 
ist; we may have to remember that organs and 
systems are not isolated units, but that some- 
how or other they contain within themselves the 
influence of the organism as a whole. lt may 
even be well to remember that the patient him- 
self is not an isolated unit, but connected in the 
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most intimate way with his environment, and 
only fully intelligible in terms which include the 
environment. In other words there are many 
sick people, whose problem cannot be understood 
unless one takes into account the fullness of hu- 
man nature, and the special environmental in- 
fluences under which they have broken down. 
This may seem to be a truism, too obvious to 
require statement, but to some it appears almost 
a heresy, to suggest that human nature may 
have more complex tasks than that of grappling 
with the tubercle bacillus and other organisms, 
and that there may be more subtle interchanges 
with the environment than those connected wit) 
the respiratory process. To claim that, in 
these more complex tasks and more subtle inter- 
changes, functions are involved more highly in- 
tegrated than those studied by the physiologist 
and by the internist, and that the inadequacy of 
these functions may lead to an actual break- 
down in the harmonious adjustment to the en- 
vironment, is to render oneself liable to a charge 
of mysticism. Fever, swelling, leucocytosis are 
worthy of detailed study; depression, peculiar 
beliefs, impulses of obscure origin, these too 
may seriously disturb the harmonious adjust- 
ment of the individual, but the detailed study of 
these phenomena, and of the laws of their de- 
velopment is sometimes looked on askance. 

There is apt to be the assumption that, so long 
as the individual is well equipped to deai with 
the foreign problems of organismal attack, and 
with the domestic problems of metabolism and 
the general chemical integration, he must be ad- 
equately prepared to deal with the manifold de- 
mands of a social environment. Should the in- 
dividual break down in dealing with the com- 
plicated tests of the social environment, it is held 
that he must ipso facto have some inferiority in 
his defence against organisms or in maintaining 
the biochemical equilibrium, and that the clue 
to his disorder must be found in some underly- 
ing infection or subtle biochemical disorder or 
structural alteration. 

Philosophy has very convincing arguments 
directed against this point of view, but philoso- 
phy is a little in disrepute among scientific men, 
who have perhaps suffered from the extraordi- 
nary practical value of their own discoveries. 
Science complicates our lives with an increasing 
number of devices, but philosophy creates no 
utilities, it removes no appendices, it discovers 
no antitoxins, it has no bank account; it only 
deals with the meaning and value of man and 
the world of his experience. These latter con- 
cepts remain in the dim background of modera 
scientific thought, which is dominated by the in- 
fluence of physical and of chemical science. It 
has been said that the Hegelian philosophy re- 
solved the universe into a ‘‘ghastly ballet of 
bloodless eategories,’’ but physical and chemi- 
eal science have substituted an equally ghastly 
ballet of bloodless electrons. The world has 


come under control, but it has lost its meaning; 
man himself has become a mere incidental phys- 
ico-chemical product, whose brief appearance 
in this world is devoid of rhyme or reason. 

There is something within us which protests 
against having our personality completely re- 
solved into a world of whirling electrons, or ex- 
hausted in a formula of colloid chemistry ; and 
even the physicist or chemist, working in his 
laboratory, if he have not closed all the windows, 
but still retain some contact with the real con- 
crete world of experience, realizes that he is only 
dealing with experience from one angle. We 
must not accuse him, therefore, of too seriously 
resolving us into a meaningless congeries of 
electrons, and of being personally indifferent to 
the unity of the individual, and to his meaning 
and his destiny. This unity, the most funda- 
mental element in the experience of each one of 
us, does not come within the scope of his work 
and is provisionally left out of his formulations 
of the universe. We must, however, be constant- 
ly on our guard against the assumption that the 
individual is nothing more than an association 
of elaborate mechanisms, which can be under- 
stood irrespective of their relation to the living 
individual of which they form one aspect. In 
disrupting the individual into such systems, 
and considering them out of relation with the 
organic unity of which they form a part, one 
has ignored the most fundamental of all the 
facts, namely, the unity of the organism and its 
reaction as a whole to the demands of the en- 
vironment. One cannot reintroduce this factor 
as an additional mechanism, a spirit or soul, for 
the unity of the organism is not something above 
and in addition to the various systems, it is part 
of their very essence, and they are not fully 
understood, except in the setting of the whole 
organic unit, and that organie whole is the indi- 
vidual man, who not only breathes and moves, 
but thinks and eraves and strives. 

This unity with its wide implications has 
been emphasized by a distinguished physiologist, 
who in his scientific analysis of detailed proc- 
esses has not forgotten that these detailed 
processes are merely aspects of a greater unity, 
and that the concrete fact of experience is or- 
ganism and environment together, with their 
complex action and reaction; he emphasizes the 
point that to formulate a view of the world 
of our experience in the light of these detailed 
processes, torn from their living participation 
in the wider whole, is necessarily to strip from 
the world of our experience the very factors 
which give it its meaning and value. 

One may quote the words of Dr. Haldane: 
‘*By studying the responses of renal excretion, 
of respiration, of circulation, of blood composi- 
tion, of the nervous system, and of every other 
organ or tissue of the body, to changes in envi- 
ronment, we can discover how each organ or 
tissue plays its part in life as a whole; but if we 
leave out of account life as a whole because this 
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consideration savours of teleology, we reach 
nothing but an unintelligible jumble of uncon- 
nected observations. On this point I most em- 
phatically mean what I say.’ **This universe 
is no disorderly spectacle of independent and 
self-existent things scattered about indiscrimi- 
nately in infinite space and time. The facts of 
biology, even taken by themselves, render any 
such hypothesis impossible.’’ ‘‘ Biological inter- 
pretation provides us with a bridge towards 
psychological or spiritual interpretation.”’ 
Psychiatry would not make all this pother 
about philosophical views, were it not a matter 
of life and death for her; it is bad enough to 
be a step-child, to be looked on as mentally re- 
tarded, to be half starved on niggardly appro- 
priations, and clad in a ragged Greek vocabu- 


lary, but to be treated as non-existent is 
unbearable. Hine lacrimae! 


It is, therefore, a comfort to the psychiatrist 
to find confirmed by the philosopher and by the 
physiologist that which ordinary good sense had 
stoutly maintained, namely, that ideas after all 
do somehow or other play a rdéle in this 
physico-chemical world of ours, that they have 
to be dealt with as forces, that they may be a 
matter of life or death, that ideas have caused 
revolutions, that men have died for ideas, that 
they are part of the very fibre of our being, and 
that to attempt to resolve them into physico- 
chemical elements is an absurdity. 

The psychiatrist comes, therefore, to the con- 
crete material of experience, interested in ob- 
serving the reactions of the individual to the 
environment, eager to find out whether help can 
be afforded to those, in whom some change has 
disturbed the harmonious adjustment to the 
environment. In studying the phenomena be- 
fore him he is not willing to discard the spiritual 
aspect of human existence. He is not so primi- 
tive as to see spirit everywhere, but he is willing 
to see at work in others the same forces of which 
he has immediate knowledge in himself. He 
does not attempt to get behind these forces and 
to explain the mystery of being. He considers 
the patient not as a mere group of systems, but 
as an individual with his own personality, with, 


adjusting hi to an environment which is 


permeated with similar factors; he does not 
priori rule out the possibility that the dyshar- 
mony, for which the patient comes to him, may 
be somehow or other associated with the complex 
problems of life, with difficulty in balancing the 
conflicting tendencies within human nature, with 
failure to get satisfaction from the environment 
for some of the fundamental cravings of human 
nature. 

The patient is not ia examined, if 
we have merely reviewed seriatim the individual 
systems, even with all the tests which research 
has placed at our disposal; the most important 
part of the examination may still remain to be 
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himself, of the complex unity which is present 
in all the systems, and which functions through 
them, but is more than merely their arithmetical 
aggregate. An honest examination means some 
attention to the patient, to his personality and 
his life situation, and to his success or failure 
in dealing with the fundamental issues of human 
nature. 

The sick and handicapped, who come for help 
to the medical profession, present a great va- 
riety of problems; their failures may lie in 
many directions. In some cases the failure is 
due to physical trauma, in others to poisonous 
substances, to invading organisms, to some in- 
adequacy in the delicate regulating mechanisms 
of nutrition and growth. The interference with 
these fundamental processes may disturb the 
more complicated reactions of the organism in 
its adaptation to the environment, which depend 
on the delicate codrdination of the simpler fune- 
tions; there may be delirium, morbid ideas, er- 
ratic behaviour, depression, the intrusion of 
threatening voices and visions into the external 
world of the patient. The practical problem in 
such cases is to restore the efficiency of the fun- 
damental systems involved, and, thanks to de- 
tailed researches in laboratories and wards, | 
there are often available delicate tests of func- 
tional efficiency, and accurate methods of treat- 
ment. Such cases belong to the field of internal 
medicine and of surgery, or to one of their 
special subdivisions; but even in such cases the 
disturbed function of the organism as a whole is 
not to be neglected. These complex symptoms 
may have diagnostic importance; mental symp- 
toms may indicate the presence of brain tumor 
before the coarser neurological symptoms ap- 
pear; change in the behaviour and mood of a 
child may be the earliest indication of an in- 
fectious disorder; mental depression may be the 
outstanding indication of some focal infection. 

From the point of view of treatment the indi- 
vidual as a human being is not unimportant, even 
where the fundamental disorder involves a spe- 
cial organ or system, and where the main em- 
phasis in the treatment is laid on the manage- 
ment of a specifie morbid process. The reaction 
of the patient as a whole to the situation plays 
its role in the clinical picture, and it may de- 


as on the limited morbid process. <A discour- 
aging family situation, a gloomy doctor, depres- 
sing views may retard the recovery from condi- 
tions where the morbid process is localized in 
stomach, heart or lungs. Not only may muscles 
atrophy and joints stiffen from disuse, but the 
desire to work may also fade away and prove 
difficult to resuscitate; occupational therapy 
and hopeful plans may tap useful sources of en- 
ergy and promote the return to normal effi- 
ciency. Headache and dizziness and pain may 
persist when compensation or immunity from 


made, namely the examination of the patient 


responsibility depends on them, and treatment 
may have to be definitely directed against the 
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eraving for ease and the shrinking from the 
problems of life. 


So. even when we are dealing with such a 
simple problem as a fracture, the organism as a 
whole and the environmental influences have to 


be considered, 

In many cases, where a patient is seriously 
crippled by some permanent handicap, e.g., a 
mevopathy. multiple selerosis, hemiplegia, it 's 
nieresting to find that an enthusiastie individ- 
nal. with no knowledge of pathological anatomy 
ty damp his therapeutie ardor, may call out the 
latent personal resourees of the patient and 
raise his efficieney to an astonishing degree. We 
may not approve of sueh ignorance of pathologi- 
al anatomy: we ean learn, however, from such 
cases to think more in terms of the organism as 
a whole, than in exelusive terms of morbid proec- 
ess or structural lesion. We are, of course, too 
familiar to our patients to have the stimulating 
effect of one coming from afar; our methods have 
not the glamor of novelty ; we may be too honest 
to play the magician, or we may know too much 
to give those absolute guarantees of success 
which fan afresh the embers of hope; but even 
the handicaps of honesty and familiarity and 
. knowledge may be partly overcome by restoring 
to the medical equation the personality of the 
patient, instead of merely thinking in terms of 
disease process and its specific therapy. 

There is one group of cases where there is less 
temptation for the physician to devote his at- 
tention to a morbid process to the neglect of the 
broader aspect of the adaptation of the individ- 
ual; in these cases no definite morbid process 
can be detected, and the physician is perforce 
thrown back on the personality of the patient 
for the explanation of the disorder. It is true 
that the real Simon Pure nosological expert, the 
physician who only deals with disease and not 
with patients, does not tamely accept the affront 
to his doctrines, offered by such patients. Not 
finding any of the orthodox symptoms of a legiti- 
mate disease, he tells his patient that there is 
nothing wrong with him, and that his-trouble is 
exaggerated or imaginary. The _ therapeutic 
corollary of this diagnosis is for the patient to 
forget his trouble. 

This diagnosis and advice may be given in the 
face of the personal distress, domestic unhappi- 
ness, social and economic inefficiency of the pa- 
tient. A patient vaguely uneasy, apprehensive, 
and distressed, received such a diagnosis: she 
felt much ashamed that in her ignorance she 
had consuited a physician, and realized that 
evidently conditions such as hers were not 
within the prevince of the medical profession. 
The situation, thus ignored by the physician, 
resulted in the suicide of one close to the patient, 
a suicide which might probably have been pre- 
vented. 

To detail to a medical audience histories, illus- 
trating the large number of patients who have 
been told to forget their troubles is unneces- 
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uations. 
condition, no striking anomaly in the function 
of the organs studied as isolated systems, to say 
that there is no disorder, or that the disorder is 
imaginary, is surely an unfortunate way to put 
the situation, and apt to be misconstrued by the 
patient. The concrete and obvious fact is that 
there is a disorder, or disease, or change that 
interferes with the harmonious adjustment to 
the environment. An imaginary disorder may 
cripple a man as much as a broken leg, and its 
cost may be rated in dollars and cents. If the 
disorder is in the imagination of the patient, if 
the key to the ineapacity is to be found in his 
personality, in his emotional life, his past ex- 
periences, his thwarted desires, is the physician 
not bound to review these factors as systemat- 
ically and honestly as he reviews the functions 
of the kidney or of the thyroid gland? Per- 
haps he is so convinced of the adequacy of the 
simpler categories that he rejects the concept 
of personality, and considers emotions and de- 
sires as negligible as the evil spirits of mediae- 
valism, and feels that these patients must await 
treatment until our laboratory studies have en- 
abled us to penetrate more deeply into the chem- 
ical mysteries. If official medicine deals with 
these disorders in a somewhat cavalier or hap- 
hazard manner, if it deny their existence, or 
eall them imaginary, or simply give them 
Greek names, does human nature in distress ac- 
cept this as final? No; distress craves relief, 
and these patients in distress will go to other 
people who, not burdened with detailed medical 
lore, but pragmatically inclined, are willing to 
try their hand at the problem. It may be a 
church, releasing sources of energy by utilizing 
fundamental tendencies of unsuspected vitality ; 
it may be the prophets of some limited dietetic, 
gvmnastic, manipulative, or electrical cult, who, 
in good or bad faith, offer to those who have 
been turned away from the temple of Aescula- 
pius, the ministrations of some way-side shrine. 

Perhaps the official priest has done less harm 
when he turns away the applicant empty- 
handed. than when he weleomes him too enthu- 
siastically into the temple; potent spells ean 
bring woe instead of weal, and one has in mind 
Dejerine’s thousands of ‘‘ psendo-gastropaths,’’ 
many of them under the spell of medical sug- 
gestion. Exposed to a thorough examination 
by the most modern methods the individual is 
rare, who comes through with unblemished rep- 
utation; happy the man who finds he is not a 
whited sepulchre! It may be faulty oral 
hygiene with doubtful tonsils and possible apical 
abscesses that is revealed; or some disorder of 
the refractive media or of the muscular balance 
of the eyes: or anomalies in the gastric acidity, 
visceroptosis or unorthodox motility of the in- 
testines; the endocrine glands are bound to be 
under suspicion; in the male the prostate is lia- 
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sary; they include a wide variety of clinical 
pictures, developing under the most varied sit- 
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ble to be of doubtful consistency, in the female! only conjecture: their posture, while socially ac- 


there is a geometrical deviation of the uterus: 
the blood-pressure may give food for thought or 
at least for anxiety. 

As to whether the anomalies found have any 
demonstrable relation to the lack of adaptation 
to the environment is a further problem which 
may, or may not, be studied. 

It is true that such careful and systematic 
examinations are of the greatest value in de- 
tecting the earliest stage of many insidicus dis- 
orders, and have done much to prolong the du- 
ration of life; it is also true that attention to 
the fundamental systems may produce surpris- 
ing improvement in the more complex reactions. 
Depression and irritability, abnormal fatigue 
and a jaundiced attitude towards life, may van- 
ish when some latent infection or metabolic dis- 
order is detected and remedied. These suc- 
cesses, which play a prominent part in medical 
literature, do not tell the whole story; the one- 
sided emphasis on minor anomalies, and on their 
specific treatment, while beneficial to many, has 
some responsibility for recruiting that army 
of invalids, of which the pseudo-gastropaths 
form only one division. To see the results of 
detailed special examinations in the correct per- 
spective of the patient’s total maladaptation, re- 
quires not only a satisfactory training in inter- 
nal medicine but some knowledge of human 
nature. 

Charles Darwin gives us a delightful portrait 
of his father, Dr. Robert Darwin: ‘‘I suppose 
that it was his sympathy which gave him un- 
bounded power of winning confidence, and as 4 
consequence made him highly successful as a 
physician. Owing to my father’s power of win- 
ning confidence many patients, especially ladies. 
consulted him when suffering from any miser) 
as a sort of Father-Confessor. He told me tha. 
they always began by complaining in a vague 
manner about their health, and by practice he 
soon guessed what was really the matter. He 
then suggested that they had been suffering in 
their minds, and now they would pour out their 
troubles, and he heard nothing more about the 
body.’’ If he had received a twentieth century 
medical training Dr. Darwin would probably 
not have been satisfied with these vague com- 
plaints of his patients about their health, but 
would have turned upon his patients the power- 
ful instruments of precision on which we are 
now so dependent. He would probably not have 
guessed what was really the matter, for his pre- 
liminary laboratory training would have elimi- 
nated any naive interest in the nature of the 
personality and in its adaptation to the environ- 
ment. With a more modern attitude and equip- 
ment he would have prolonged the life of many 
of his patients; probably their teeth were in 
shocking condition; colonic stasis no doubt ex- 
isted among the early Victorians; their pelvic 
organs may have been in poor geometrical po- 


sition; what their blood picture was, we can 
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ceptable. can hardly have been orthopedically 
correct; they still possessed their tonsils and 
appendices. While Dr. Darwin probably failed 
to prolong the life of his patients to the same ex- 
tent as the well-equipped physician of to-day, 
one has the feeling that he made their life bet- 
ter worth living, and that he did much to re- 
store them to harmony with their environment. 
After all. one is apt to forget that the value of 
life can be measured in qualitative as well as in 
quantitative terms. It was apparently in virtue 
of his broad human insight and of his sensitive- 
ness to the serious issues of life, that he won the 
confidence of his patients, and this cannot be 
replaced by any confidence trick or acquired 
bedside manner—horresco referens. 

The therapeutie influence of the personality 
of Dr. Darwin, if admitted, is a reasonable sub- 
ject of interest and of study. There is a wide- 
spread tendency to assume that, in medical and 
surgical treatment, an impersonal disease is con- 
fronted by an abstract medical profession ; what- 
ever technical therapeutic procedure is adopted, 
is given the credit for the results that ensue. It is 
observed that the same technique may not give 
the same results in different hands; it is also true 
that very different forms of technique may bring 
about the same happy results and produce equal- 
ly gratifying statistics, which are duly recorded 
in the medical journals. Some remedies of great 
potency under certain conditions are familiar 
to you all—the anodyne injection of pure water, 
the cathartic pill of bread crumb, the hypnotic 
bicarbonate of soda, and other preparations of 
more costly nature. Do we always make sure, 
when we have obtained results from veronal, 
morphine, digitalis, or from a surgical opera- 
tion, or from prolonged orthopedic or dietetic 
treatment, that some of the potency of the 
treatment may not have been derived from the 
same sources as that of the humbler prepara- 
tions? Primitive man knows that the medicine 
man has mana, mysterious power, of greater 
potency than the evil spirit, which is causing the 
symptoms; modern medicine as a rule ignores 
this mana, but under certain conditions admits 
it under the term ‘‘suggestion.’’ To the mod- 
ern physician the technical treatment is every- 
thing, the mana negligible save in a’ limited 
group of cases; to primitive man the medicine 
is naught, the mana is all important. 


The conception of suggestion may not always 
be very clear, but at least it does justice to im- 
portant elements in the situation. In actual 
life we meet no abstract disease nor impersonal 
medical profession but a sick person, coming 
with his appeal for help to another person will- 
ing to help him. In some eases the personal ele- 
ments play a vanising réle in the therapeutic 
equation; the wound is dressed, the operation 
performed, the drug supplied, the regime out- 
lined, all'in a purely technical and impersonal 
way and with gratifying results. In other 
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eases technical procedure may play no role at 
all, and the help conveyed depends on personal 
forees, which cannot be resolved into impersonal 
components ; here, too, gratifying results may be 
obtained, and human adaptation improved. The 
analysis of these forces reveals the complexity 
of human nature; it brings to the surface in the 
patient the residuals from attitudes of child- 
hood (Dr. Darwin’s patients treated him as 
Father-Confessor), the influence of repressed 
longings and fears, the presence of strong in- 
stinetive trends, the desire for domination or 
submission, feelings of strong like or dislike, 
primitive and immature phantasies and formu- 
lations. Such is the patient who enters the con- 
sulting room, and who may begin by complain- 
ing in a vague manner about his or her health; 
in the clinical course and in the response to 
treatment the factors mentioned above may play 
the preponderant réle. The physician may 
have some psychological insight into these forces 
in the personality of the patient, but may not 
realize adequately that in the therapeutic equa- 
tion there are two personalities involved, and 
that his own may be as unknown to him as that 
of his patient. So far as his own personality 
has not been carefully reviewed by himself, he 
is using for therapeutic purposes an instrument 
of very uncertain quality; his own repressed 
longings and fears and special attitudes may 
give a marked subjectivity to his views and may 
make his influence on the patient detrimental 
rather than beneficial. His unconscious desire 
to dominate, to be the authority, to play the par- 
ent, may reinforce the patient’s unconscious de- 
the root of the disorder. 

The facts of suggestion and of hypnotism, 
the therapeutic influence of the physician upon 
the patient, are related to deep-seated tenden- 
cies in human nature. Alfred Russell Wallace 
was surprised to find the native children in 
Brazil showing the same response to his mes- 
merie passes, which he had been accustomed 
to witness in Europeans; they evidently 
felt that he was a white medicine-man, and 
responded readily to the mana which he pos- 
sessed. It did not strike Wallace that the 
modern European reacted as he did in virtue of 
the primitive being which still lurked beneath 
his surface, and that this primitive being still 
responds in many ways to the mysterious un- 
known powers that surround him. The belief 
in mana may slumber beneath an academic sur- 
face, and modern spiritualism shows us primi- 
tive animism in evening dress. It is well, 
therefore, to realize that beneath the surface of 
our twentieth century patients, emancipated 
from religious beliefs, familiar with the latest 
theories and applications of science, there still 
exist subtle traces of more primitive attitudes ; 
still more is it well to remember that beneath our 
own surface there is this more primitive tenden- 
cy, just as the primitive mass-reflex is lying con- 
cealed beneath the complex pattern of our more 


highly organized and discriminating human re- 
flexes. Sometimes the primitive within the in- 
dividual is sufficiently alive, or the physician 
has sufficient mana, for results to be obtained 
with no special circumstances to favor the ex- 
hibition of power; sometimes he brings about 
improvement unwittingly, when the patient is 
already prepared for the display of power. 
Group emotion makes the conditions still more 
favorable, and it may be stimulated by religious 
or other exercises. It is well to realize that the 
same tendency may be reinforced by all the 
mysteries of modern medical technique—by the 
blood-pressure being taken, by x-rays, by com- 
plicated blood examinations and mysterious bac- 
teriological rites, by the determination of the 
basal metabolism. Remedies reinforced by such 
aids are bound to be potent. The patient who 
comes from afar to a great medicine-man with 
these wonderful machines, which extract wis- 
dom from the air, is already half-way on the 
road to recovery, so long, at least, as he is kept 
apart from the more sophisticated and disillu- 
sioned. 

In the above remarks I have been emphasizing 
the importance of the psychiatric point of view, 
even in relation to patients suffering from some 
well-marked simple organic disorder, and still 
more in cases where the patient’s incapacity is 
only partly determined by a specific disease 
process. When one passes to the patients with 
whom the psychiatrist is more specially occu- 
pied, there is no necessity for adopting a differ- 
ent point of view. These patients have to be 
studied according to the same general principles 
which guide us in general medical work; there 
is no special mystery about their symptoms; 
they are living beings who, owing to some 
change, are no longer in harmony with their 
environment, and it is our business to study how 
this change came about, and what factors can be 
introduced into the situation so that the patient 
will get well, or be improved in his adaptation. 
The laity feel a special emotion in relation to 
these disorders; they enter the wards of a men- 
tal hospital with a mixture of curiosity and un- 
easiness. The old traditions associated with 
mental disorders, the ideas of possession, have 
still some vitality. It is possible that even the 
medical man immersed in other branches of his 
profession may have something of a lay attitude 
towards these disorders. He may give utter- 
ance to such statements as that ‘‘insanity is in- 
curable,’’ thinking apparently in terms of some 
mysterious entity ‘‘insanity,’’ instead of in 
terms of the actual facts of medical observa- 
tion; with regard to the question of ‘‘cure,’’ he 
imay be impressed by the fact that for this mys- 
terious entity no exorcism, antitoxin or extract 
is available. The psychiatrist considers that 
with regard to the recovery of his patients he 
is in the same boat as his colleagues. The out- 
come of a psychiatric case depends to a large 
extent on what is wrong with the patient, and 
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the psychiatrist plays the same therapeutic réle 
in regard to his patients, as the general physi- 
cian does in relation to cases of typhoid fever, 
measles, coryza, neuritis, pernicious anaemia, 
flatfoot, scabies or myopia. In mental cases, as 
in other ailments, some patients get well, some 
do not; some physicians are more helpful than 
others; in some conditions the course and out- 
come are more influenced by treatment than in 
others. 

The attitude of the psychiatrist to his patient 
is that of the internist to a case of tuberculosis ; 
the internist explains the disorder in terms of 
the invading organism, producing local and gen- 
eral reactions, and of the relative immunity of 
the patient, determined by congenital equip- 
ment modified by individual experience. So in 
relation to a patient with a morbid depression 
the psychiatrist tries to find the precipitating 
noxa, whether tubercle bacillus, gastro-intestinal 
anomaly, or domestie or social situation; he has 
to study the constitutional equipment of the pa- 
tient, both in the light of his heredity and of his 
past experiences. 

The psychiatrist has to cover a wide variety of 
symptoms, ranging from the familiar symptoms 
of the ordinary ailments to anomalies of mood, 
oddities of behaviour, peculiar religious and 
philosophic beliefs; but the fundamental biologi- 
cal situation is that of a human being out of har- 
mony with the environment, and the analysis of 
the disorder requires the investigation of all the 
functions, simple and complex, involved in 
human adaptation. As a matter of course the 
simple functions require thorough study and 


here psychiatry is dependent on the progress of 


general medicine. This means as thorough a 
study at the physiological level as internal 
medicine indicates; at this level there are many 
interesting problems with regard to the contri- 


bution made to mental instability or disorder 


by the inferiority of several of the systems, by 


infectious disorder, by fatigue, by exogenous 
poisons; there are problems dealing with the 
more complex neurological mechanisms, with the 
expression of the emotions, and the initiation 
of volitional impulses. Organic brain disease of 
coarse or subtle nature presents a great variety 


of problems, such as those of localization. 


The importance of this work must be empha- 
sized, especially for the benefit of those, who, 
disregarding the foundations of the human 
economy, are only interested in the functions of 
the higher levels and sometimes fail to note that 
the disturbances at these levels may be sympto- 


matic of something going wrong at lower levels 


In this work at the physiological level the psy- 
chiatric clinic must have the codperation of 
competent workers able to take up the biochem- 
ical, physiological, bacteriological, internist as- 


pects of the problem. 


While work at this level should be heartily 
encouraged, at the present day one requires 


this level is not enough. Having studied his pa- 
tient at this level it is necessary for the physi- 
cian to pass on to the other levels, to study the 
instinctive tendencies, the emotional balance, the 
distribution of energy between thought adapted 
to the objective world and thought as undirect- 
ed phantasy giving facile satisfaction. It is 
necessary to study the réle played in the present 
adjustment by past experiences, for, as in the 
conditioned reflexes in animals, so in the emo- 
tional life of man present values often find their 
explanation not in the present but in the past. 
Beneath the conscious rational life of the adult 
there persist infantile and childhood trends, im- 
mature emotional attitudes, residuals from early 
experiences, and when the surface of the waters 
is troubled and the harmonious and rational 
adaptation to the environment is weakened, 
whether by toxines or more complicated internal 
and external stresses and strains, the perplexing 
and disturbing mental symptoms may be found 
to be the outcropping of these persistent child- 
hood elements. A simpler illustration of the 
way in which the more mature and adult inte- 
gration supersedes without destroying the ear- 
lier mechanism is afforded by the plantar reflex. 
The infantile extension of the large toe has dis- 
appeared by the time the child is well erect but 
it lies there dormant biding its time until the 
more complex function is interfered with by an 
epileptic attack or by a hemiplegia when again 
we see the more primitive reaction. In a simi- 
lar way thumb-sucking discarded may later ap- 
pear when the child is thwarted, and the same 
observation can be made with regard to auto- 
erotism. The personality of the patient con- 
sists of a hierarchy of functions, and the strain 
which puts the delicately-balaneed unity out of 
gear may arise at one or several of many levels. 
There may be malnutrition and digestive dis- 
order, a poor original instinctive endowment, an 
emotional balance somewhat warped by past ex- 
periences, a habit of indulging in fantasy in- 
stead of using all the energy for clear thought 
and purposeful adaptation, and finally a situa- 
tion in face of which the patient develops men- 
tal symptoms. The clinical picture may be 
sufficiently individual to fall outside of the fa- 
miliar types of reaction which have definite, 
diagnostic names. The psychiatrist may person- 
ally be indifferent to the absence of a special 
diagnostic label and may be thankful that he i 
able to understand the mechanism of the disor- 
der. He deals with those factors which are 
open to modification. He can look after the 
malnutrition and the digestive trouble ; the orig- 
iginal constitution of the patient he has to ac- 
cept. Memories of past experiences are not to 
be looked upon as fixed elements, they are liv- 
ing factors open to modification. By discussing 
them with the patient, the latter may be desensi- 
tized with regard to topics, which have continu- 
ously bothered him. The distribution of his 


to lay equal emphasis on the fact that work at 


‘ 


energy between unproductive day-dreaming and 
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productive thought may be modified by a well- 
arranged regime, and by eliciting the codpera- 
tion of the patient. The general situation may 
have to be dealt with and one may, in coopera- 
tion with the teacher, the employer, the wife, 
bring the situation within the range of the pa- 
tient’s power of adaptation. Primitive man 
considers medicine a sort of charm and thinks 
that it ought to work instantaneously even on a 
bad uleer; modern man, who knows something 
of tissue regeneration, allows time for these im- 
personal forces to follow their known laws. The 
latter, however, has paid less attention to the 
laws which govern the more complex personal 
forces, and may not see that anything is being 
accomplished by the procedure outlined above. 
The long duration of the case in contrast with 
the more rapid results in internal medicine and 
surgery discourage him. The psychiatrist who 
has had to face the complexity of the whole situa- 
tion is happy if after weeks or months or even 
years he finds his patient well and efficient. 
perhaps even more efficient than before his 
sickness had forced him to face squarely the 
main issues of life. The happiness of the psy- 
chiatrist, however, may be somewhat clouded by 
some considerations. He may seem to have 
been unscientific beeause he has laid so little 
stress on the upsetting role of the digestive sys- 
tem. He has admitted himself incompetent 
beeause he has not given a familiar diagnostic 
label to the ease. He has, perhaps, been unsatis- 
factory to the court because he has been unable 
to say whether the man had ‘‘insanity.”’ 

He dare not claim that he has eured the pa- 
tient lest he arouse the mirth of his colleagues: 
he can only suggest that he has coéperated with 
the designs of Providence but no prestige is at- 
tached to this claim even if granted. 

It would oceupy too much time to give concrete 
illustrations of the mechanisms at work in men- 
tal disorders, of the relation of symptoms to 
childhood and archaie modes of reaction. to dis- 
euss the complex etiological factors. to review 
the aetual detailed management and treatment 
of the bewildering variety of eases which have 
to be dealt with. Between the bed-wetting and 
tantrums of childhood at the one extreme and 
the dilapidated conduct of the senile dement. 
come a fascinating series of clinical pictures rep- 
resenting the failures to meet the tests of life at 
each of the seven ages of man. Childhood alone 
presents a wealth of clinical material as vet prae- 
tically untouched. In adolescence and in adult 
life, strained family situations, wayward epi- 
sodie reactions, disconcerting personal attach- 
ments, unsuitable matings, occupational discon- 
tents and embitterments, ethical lapses may be 
determined by the very same mechanisms which 
are the topic of study of the psychiatrist. Such 
situations often come before the general prac- 
titioner, perhaps only in an incidental way, but 
sometimes giving him the onportunity of pre- 
venting the shipwreck of a life. 


With regard to cases of more familiar types 
of mental disorder, the general practitioner sees 
them in their early phases, often long before they 
are brought to the attention of the psychiatrist. 
In his modesty he may claim that he is incom- 
petent to deal with the problem but may offer to 
look after any physical manifestations and ma: 
await the time when the mental symptoms shall 
have more fully evolved, and the patient re- 
quire to be treated in hospital. It certainly 
would be an advantage if the practitioner had 
some special training in these matters, and I 
have heard the general advice given that every 
general practitioner should during his train- 
ing spend one year in a hospital for mental 
disorders. In the absence of adequate train- 
ing, however, interest and intelligence may 
earry one far. Even the recent graduate 
faced with such a complex problem, if he be 
interested in human reactions and have a gen- 
eral grasp of the principles which explain 
human behaviour, may be of great use. He can 
at least give his patient an atmosphere in which 
the latter can diseuss frankly and without em- 


-barrassment some of his fundamental difficulties 


which he has never discussed with others, even 
with distinguished physicians who had made in- 
tensive investigations into the functions of va- 
rious of his organs. With a sound attitude to- 
wards human nature in difficulties, the general 
practitioner will face frankly the early indica- 
tions of personal difficulties. He will not gloss 
over personal difficulties by calling them merely 
‘‘nervous,’’ nor encourage the patient to avoid 
the real issues by concentrating on some minor 
physical symptoms. In taking this attitude to- 
wards these problems, he will not only bring 
much help to the distressed individual but often 
to a whole social group. As an industrial phys- 
ician or a school physician the value of his work 
will be much inereased when he thinks in terms 
of human nature and not merely in terms of local 
injuries or physical handicaps. He will think 
over the night-terrors and the tantrums of the 
child as well as over its diet. He will realize that 
antagonism to, or undue dependence on, parents 
is as worthy of attention as faulty physieal pos- 
ture and may cogitate on suitable corrective 
methods. He will not be content to talk of bed- 
wetting as due to a weakness of the bladder or 
spine. He will not leave the problems of the 
sex life as a topie for the smoking-room, but will 
help his patients to deal with them in a serious 
and an honest way. He will take the seclusive- 
ness and moodiness of an adolescent as seriously 
as slight loss of weight and night-sweats. He 
will be sensitive to early indications of a serious 
breakdown, such as odd feelings in the head, a 
feeling of passivity, perplexing utterances and 
behaviour, erratic variations in mood. He will 
be interested in the pilfering, lying, wandering 
of children, and in the alcoholism of the adult. 
He will look upon the use of slang or contemptu- 
ous terms to designate mental patients as be- 


| 
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longing to unprofessional conduct. He will 
familiarize himself, if possible, with the equip- 
ment and general methods of a mental hospital 
so that he will never feel inclined to talk of 
‘‘confining a patient in an institution’? when 
he means sending him to hospital for treatment. 

Psychiatry is a young branch of medicine. It 
is just emancipating itself from many unfortu- 
nate traditions. It is tremendously burdened 
with the continuing legacy of the custodial care 
of large numbers of patients, and few people 
realize the personal devotion which is given to 
this task. There is a great dearth of workers 
in this branch of medicine; it has only recently 
emerged from its seclusion behind high walls 
and mediaeval traditions. It has little prestige. 
As we are supposed to be dull fellows, bright 
students are dissuaded by some teachers from 
dulling the edge of their intellect on the study 
of man and his disorders. They are encourage:| 
to devote their exceptional ability to the mor 
reputable study of the kidney or of the heart. 


The constituent organs of man offer a brighter 


and more remunerative career than the study of 
man himself, his handicaps and his potentiali- 
ties. Opportunities for untrammelled _re- 
search in mental disorders are extremely rare. 
The time may come when someone of adequate 
wealth will utilize it to give expression to his 
keen interest in the spiritual aspect of human 
life, but the development of knowledge in any 
subject can only be forced to a limited extent 
by mere endowment. There is no reason to be 
anything but optimistic with regard to the 
progress of this branch of medicine. There is a 
steadily growing interest in the accurate study 
of man’s adjustment to the conditions of his 
life in home, in school, in industry. This inter- 
est is general throughout the community, but to 
be wisely directed it must have the hearty sup- 
port of the general medical profession. To 
those working in this field, it is a gratifying sign 
of the times that you have found Psychiatry the 
most suitable topic this year for the Shattuck 
leeture. 


Che Aunual Banquet of the Massachusetts Medical Society, June 7, 1924 


After the dinner was served the President, 
Dr. E. H. Bigelow, made introductory remarks 
as follows: Fellows of the Massachusetts Med- 
ical Society, Honored Guests, and Ladies: I 
welcome you to the one hundred and forty-third 
annual dinner of our Society. 

In spite of the conservation of age our per- 
suasive committee of arrangements has led us 
from the charms of the Berkshires so delightful 
last year to this hospitable house by the sea for 
our annual meeting without exceeding the 
speed limit. 

An eminent Connecticut lawyer has said, 
‘‘the thing I most dislike to do is to make # 
speech, the next most disagreeable thing is to 
hear another man make a speech.’’ Now there 
is no escape for this audience. You must talk 
or be talked to. You all have my sympathy 
under the circumstances. With the true 
and tried speakers at this table I can only say, 
‘‘don’t miss one.’’ The orator of the day has 
a second speech to deliver as good as the one 
he has just given us which he will stand and 
deliver unless I play the part of a hold-up man. 

We are honored by the presence as our guests 
of two physicians who represent the women of 
our State engaged in private and public prac- 
tice in laboratories, various other institutions 
and health organizations where they serve the 
public with a loyalty and devotion to duty 
which commands our highest respect and appre- 
ciation. 

Doctor Worcester used to say that in training 
a nurse, to bring out the best in her character. 
he would give her first a helpless infant to care 


for and then a poor old man who could pay her 
nothing. 

Today the glory and pride of Massachusetts 
are her institutions for her dependent wards. 
In these a great body of physicians, nurses and 
attendants serve. We have as our guests two 
physicians to represent those who are serving 
as superintendents in our institutions. One 
is at the head of a sanitorium for children and 
is beloved by every child; they all reach out 
their little hands to touch him as he passes by. 
Isn’t that better than devotion to high finance? 
The other is the head of an institution having 
in charge 1,500 old men and women, many with- 
out kindred or friends; and to their clouded 
minds he stands out as a devoted son or brother. 
These men represent the great body of phys- 
iclans who are working in our institutions to- 
day with the nurses and attendants doing the 
splendid work that Massachusetts performs for 
her dependent wards. 

I refer to Doctor Chadwick, Superintendent 
of the Westfield Sanatorium, and Doctor Payne, 
Superintendent of the Grafton State Hospital. 

Scientific medicine is coming into its own. 
The physicians of this Soeiety rely with abso- 
lute confidence on the products of the State 
laboratories in preventing and controlling dis- 
ease. All honor to the workers in these labora- 
tories. We are happy today to have with us as 
guest the Director of the Division of Biolog- 
ical Laboratories of Massachusetts, the man who 
guards the strength and purity of these potent 
remedies by which sickness and suffering and 


death are averted in thousands of the homes of 
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Massachusetts, Doctor G. Benjamin White, Dt- 
rector of the Division of Biological Laboratories 
of the State Department of Health. 

But now I come to the speakers, and the first 
is mentioned in a letter from the Governor. Pro- 
fessor Welch of Baltimore said that it was 
worth going a thousand miles to hear a Gov- 
ernor of this State. He said that the governors 
of his State don’t talk so well as ours do. Ths 
Governor, you know, has gone to Cleveland to 
get on the first float and to make unanimous the 
nomination of Calvin Coolidge for president of 
the United States (applause). I wondered 
whether the doctors wouldn’t get excited over 
that. The Governor writes, ‘‘I am honored by 
your kind invitation to attend the annual din- 
ner of the Massachusetts Medical Society at 
Swampscott, but now I expect to leave for the 
convention at Cleveland. The Commonwealth 
has been honored on such occasions, and I have 
taken the liberty to ask Dr. Kelley to take my 
place.’’ 

Dr. Chapin of Providence some time ago gave 
the blue ribbon to the Massachusetts Depart- 
ment of Health. I asked the commissioner the 
other day when he was going to have another 
contest, and he seemed to think that it was up 
to the other fellow. You all know the fine ree- 
ord of the Commissioner of Public Health i 
the State of Washington and now in the Olé 
Bay State. 

We are honored by the presence of Commis- 
sioner Kelley, representing Governor Cox and 
the State Department of Public Health of the 
Commonwealth of Massachusetts. I am going 
to give him five minutes for the Governor and 
five minutes for the State Department of Pub- 
lic Health (applause). 


Commissioner Eugene R. Kelley: Mr. Pres- 
ident, invited guests and fellow-fellows of the 
Massachusetts Medical Society: It is not an 
easy thing on any oceasion to be asked to rep- 
resent the chief executive of the Commonwealth 
for the simple reason that everybody prefers to 
hear from the chief executive himself. I have 
the honor to convey to you, however, directly 
from Governor Cox his deep personal regret 
at being unable to be with us today. 

I think you all recognize that the alibi which 
President Bigelow has just established for him 
is a most sound and incontestable one. 

Governor Cox has always taken a deep in- 
terest in the medieal profession of this State 
and in the standing and up-keeping of the med- 
ical and philanthropie institutions of the Com- 
monwealth. I assure you it is no perfunctory 
note of regret that he has transmitted to the 
President of this Soeiety. If it were possible, 
he would be here. 

The President reminded me that I would 
have a few minutes to speak as the Governor’s 
representative in regard to the occurrences at 
the recent session of the Legislature which are 
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of interest to the profession and a few minutes 
more in behalf of the State Department of 
Health itself. 

As to the legislative record: from a medical 
standpoint I would put first the splendid man- 
ner in which the General Court has stood be- 
hind our proposal for the surveys of school 
children in this State with reference to the ques- 
tion of ‘‘hilum”’ tuberculosis. You are familiar 
with what that work is. In passing I wish to 
add my word of tribute to that which Dr. Bige- 
low has given to the services of Dr. Chadwick 
at our sanitorium in Westfield in visualizing the 
possibilities for beginning the work of the de- 
tection of tuberculosis at the right end of the 
line, i. e., the child instead of at the wrong end 
of the line so to speak, where we have been 
foreed to begin hitherto, on the adult. It was 
as the result of his work that we are beginning 
to realize that the most hopeful time of attack 
for the detection of early tuberculosis is in 
childhood. That I take is the greatest singie 
achievement of the Legislature in the line of 
health protection. 


There have been sundry minor matters; but 
I would like to call your attention to two re- 
solves which this Legislature has passed. One 
is a resolve to look into the laws and policies 
governing all healing and health functions of 
the Commonwealth, not only medicine but den- 
tistry, chiropractic and nursing and all down 
the line including the plumbers. That is a re- 
solve which may be pregnant with far reaching 
effects on the medical profession of this State, 
and I should urge the Society to follow closely 
the special recess commission created by it to 
be represented at the public hearings they will 
give and to emphatically present the viewpoint 
of organized medicine in these matters. 

The other is a resolve which you haven’t 
probably noticed at all but the subject matter of 
which will serve me as a theme concerning which 
I would like to bring before you in a few thoughts 
in my capacity as head of the Department of 
Public Health of this Commonwéalth. This is 
a resolve which directs the Department of Pub- 
lic Health to study the health problems in the 
rural and sparsely settled communities of the 
State and report thereon specifically what are 
the additional needs of medical service, if any, 
in our rural districts and also to report what 
are the changes to be made to correct the ne- 
glected conditions of medical and health service 
alleged now to exist in such districts. 

Now, to my mind, that Resolve is a symptom 
of something far deeper and broader than the 
subject mater of the resolve itself. It is a symp- 
tom that there is a widespread impression of 
something not just right in our machinery for 
medical service. The most of the legislators who 
passed that resolve haven’t the faintest idea as 
to the merits of that proposal. They simply 
have a feeling that in times past there was a 
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set of circumstances so that the people through- 
out the State got more close-at-hand, more im- 
mediate personal medical attention than they 
do today, and that something ought to be done 
about this apparent need. 

That idea brings up the text of my brief re- 
marks which as members of the medical pro- 
fession we ought to be thinking of seriously. It 
is this: Where are we heading? Where are we 
leading to in public, scientific, industrial, in- 
stitutional and gencral clinical medicine? I 
have used all those adjectives to qualify medi- 
cine purposely for they all apply. We need to 
consider seriously where are we tending in all 
of them. 

I want to touch on four or five thoughts which 
have been much in my mind for the past few 
years. First of all I believe that this whole 
subject of the future of medicine is all a re- 
action of mutual ideas, our own ideas within 
the profession—the ideas of the general public 
over against those of ourselves in the profes- 
sion—the ideas of certain special groups 
who feel that we ought to have a differ- 
ent kind of practice of medicine, who do not 
look at these things as you and I do. We need 
to recognize that in all this sort of thing of 
which this Resolve is a symptom there is an 
underlying necessity of getting to understand 
our mutual thoughts in this matter. The lay- 
man needs to understand the medical man’s 
language, and the medical man needs to under- 
stand the layman’s language. This is an im- 
portant thing. If we are going to discuss these 
questions fairly, we ought to have a uniform 
acceptance of the terms we are using. We don’t 
want to fall into the error that the civil service 
examiner encountered the other day when 4 
young man was taking an examination as vet- 
erinary inspector. The question was: Define 
rabies and give your treatment? And the young 
veterinarian answered it as follows: ‘‘ Rabies 
are a kind of Jewish minister and I should 
always treat them considerately.’’ (laughter ) 

That is an illustration of where we are at in 
discussions of these questions of state and pre- 
ventive medicine. Some of us are as far apart 
in our interpretation of identical terms in con- 
stant use in these discussions as were the young 
veterinarian and examiner. 

Another point I wish to emphasize is that we 
are moving toward the physiological practice 
of medicine in contrast to the kind of medicine 
we have been practicing hitherto, and which | 
will designate as the pathological practice of 
medicine. To meet the demands of the future 
we have got to develop a new technique of the 
practice of medicine in terms of physiology, and 
as yet we haven’t done it. 

My next point is that it is symptomatic of 
the times that so much emphasis is being placed 
on the preventive side. There is a strong, ir- 
resistible current in medicine moving from the 
pathological to the physiological and it is only 
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right that the emphasis should be placed on the 
aspects of preventive medicine. It is indica- 
tive of this current that in the Sections of Tu- 
bereulosis and Obstetrics that preventive medi- 
cine was the keynote of both Sections. In 
that most masterly address last night Dr. 
Campbell stressed the same thought as per- 
haps it has never been previously stressed be- 
fore this body in relation to the psychie and 
mental life. In the delivery of the annual ora- 
tion a few minutes ago we heard it touched 
upon in masterly manner by Dr. Stone. 

When we come to realize that there is this 
trend toward the physiological and that pre- 
vention is the keynote of current organized 
medicine, I wonder whether we are not on the 
verge of a new and enlightened conception of 
the practice of medicine. 

Sometimes I feel that in some of our funda- 
mental conceptions of the aim of clinical medi- 
eine we are not far from where our forefathers 
were in reference to the research side before 
Pasteur swept away the mysteries of nicro or- 
ganic life. Now and for fifty years everything 
has been going towards greater complexities 
and more specialties in medicine, but I think 
there are things which indicate that we will get 
back to looking in our patients for a standard 
of health rather than to be looking for stand- 
ards of disease. When this point is reached 
we will get back to a simpler and infinitely 
more satisfactory plane of medical practice 
again. It is perfectly possible that those who 
come after us will look back with astonishment | 
at the multiplicity of things we have had to 
utilize to attack these various morbid processes 
in a far advanced stage when they could be 
handled so much more simply in their very in- 
cipiency. 

Such recent work as that of Hess in New 
York on the significance and prevalence of 
mild grades of infantile rickets; that of Me- 
Collom in Baltimore on the essential mineral 
and vitamine factors of the pregnant mother in 
reference to the development of the offspring; 
or that of Howe and Cross and their colleagues 
at the Forsythe in Boston on the nutritional 
factors in dental development and oral hygiene, 
oom a significant ray of light in these direc- 
ions. 

They all indicate that we may in the near 
future be able, to a large extent, to get out of 
these vast arrays of ‘‘specialties’’ in the ordi- 
nary practice of medicine and get back to prac- 
ticing on the normal or healthy individual. 

They indicate that possibly in the future 
the average practitioner will not be regarded 
first of all as one who can diagnose from 
the standpoint of recognition of already far ad- 
vanced or at least well developed morbid 
processes, but rather as one who can and does 
detect the first early deviations from a state of 
complete health. 

The possibilities in these directions are all 
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the more interesting because, as Sir James Me- 
Kenzie has so ably pointed out, as a profession 
we have not seriously tried diagnosing from 
the physiological standpoint hitherto. 

So all these tendencies may be summed up as 
follows: The tendency is to lead back to the 
individual as a whole—the same thought Doctor 
Campbell stressed last night—rather than to 
ask, ‘‘What is the matter with his cireulatory 
or respiratory or nervous mechanism ?’’ 


The tendency is to get back to the question, 
what is necessary for the community health as 
a whole, and then to freely and adequately pro- 
vide it, in contrast to patching up the commun- 
itv’s most flagrant failures in mutual sanita- 
tion and hygiene which is practically what we 
do now in the name of publie health adminis- 
tration. 

So, if it is true, as I visualize it, the returu 
will be to the all-around medical practitioner 
in a new form. He will again become the 
pivotal character in medicine and will lead us 
back to the recovery of our lost provinces in 
medicine. In other words, whatever value there 
may be in all the cults, in physical education, 
or in manipulation therapy, or in the dietetic 
therapies, or in the mental healing cults, the 
practitioner of the future will see them all and 
realize them all and practise them day by day. 


Above all, I hope we can approach this mat- 
ter of our future development with an open 
mind. There are various ways of considering 
what an open mind is. There is also great dan- 
ger in a shut mind. As a profession we don’t 
want to be in the position of housing an open 
mind so constituted that each new thought 
throws all others out, nor, on the other hand, in 
the position of the Scotchman who said, ‘‘ Nay, 
you have me wrong; it is not that I am an ob- 
stinate man, I am a reasonable man, but I 
haven’t yet found the man who could convinee 
me.”’ 

In considering the serious problem of where 
we are tending in medicine we must not be in 
the attitude of either of those kinds of mind as 
a profession (applause). 


The President, Dr. Bigelow: It has been said 
that a man is twice a man who knows two lan- 
guages. Is he less a man who loves two coun- 
tries? We have a guest, an Irishman, who loves 
America and the North and South of Ireland. 
How many countries does that make? Fortu- 
nately he is here to speak for himself. He has 
that bright gift from heaven, the greatest of all 
gifts, the ability to inspire men and to lead men 
in the noble worship of God—Dr. Park of West 
Newton. 


The Reverend J. Edgar Park (applause) : Mr. 
Chairman and members of the Massachusetts 
Medical Society: Everybody recognizes that 
the great curse of the present day is profession- 
alism. Doctors need to be reminded that they 
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are human beings. That is why Dr. Bigelow has 
chosen me, who am not a doctor, to represent 
not a profession, but the human race. The 
choice has fallen on me because the most human 
man in the world is an Irishman. 

I want to speak to you upon what Ireland has 
to teach the world. While you in this country 
ean live all your lives without mingling upon the 
same level with anyone except hundred-per-cent 
Americans like yourselves, we in Jreland have 
had to mingle with the most curious little col- 
lection of nationalities—the Englishman who 
loves his Bible and his beer, the Scotchman who 
keeps the Sabbath and everything else he can 
lay his hands on, the Welshman who prays on 
his knees on Sundays and on his neighbors every 
other day, and the Irishman who never knows 
what he wants and will never be happy until he 
gets it (applause and laughter). The result is 
that we have learned many lessons in the art of 
living. 

The first great lesson that Ireland has to 
teach the world is this: the motto of every Lrish- 
man is that a good fight justifies any cause 
(laughter). In other words, Irishmen like 
fighting for the sake of fighting, but they are not 
such fools as to think that any good results come 
from fighting. That is the lesson we have to 
teach the militaristic world to-day. The Ged 
Mars must be loved for his own sake alone. 
Fighting, we Irishmen look upon as an admira- 
ble way of spending time, but, as Europe is 
learning to-day, it does not, it is not meant to, 
produce any good results. 

It is said that a lady was applying for Life 
Insurance, and when asked if her parents were 
living, said, ‘‘No.’” When further asked, ‘‘Of 
what did they die?’’ she said that she didn’t re- 
member but that she knew it was nothing se- 
rious. So we look upon the broken heads in- 
cident to fighting as nothing serious, but feel 
that the joy of fighting must be looked upon by 
the world simply as an end in itself. There 
are no cumulative results. ’ 

Secondly, I speak of Ireland as a warning. I 
myself was born and spent twenty years of my 
life in Ireland. Last year I spent considerable 
time in the South and West of Ireland. What 
did I find when I returned after twenty years’ 
absence? I found here two races, both admira- 
ble races, both of the finest characteristics, who 
can't get along with each other on account of 
ancient bigotries. 

In the North of Ireland we are, without 
doubt, the finest race in the world. A North of 
Ireland man was walking with his sweetheart 
one very hot July day along one of the long 
Streets of Belfast. At last they went into an 
ice-cream parlor and he ordered a strawberry 
ice-cream, and when he had finished it he looked 
across the table and said, ‘‘Man! Mary Ann, 
that is grand. You ought to buy yourself one’’ 
(laughter). We, in the North of Ireland, do 
not throw our money away on sentimental mat- 
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ters. We believe in principles. We believe in 
the principle of truth telling, especially if there 
is an unpleasant truth to tell, and if you owe us 
money we believe in the principle of honesty. 
Now, the people in the South and West of Ire- 
land are not such experts on principles, but 
they believe in persons and the breath of life for 
them is the friendly attitude of neighborliness. 

I travelled from Limerick to Cork last sum- 
mer. In Ireland, instead of having a few ecar- 
riages on the train labelled ‘‘Smoking,’’ we 
choose one or two carriages in every train, and 
put ‘‘No Smoking’’ on them. As is character. 
istic of Ireland, everyone who wants to smoke 
piles into these two non-smoking carriages. | 
happened to be riding in one of the non-smok- 
ing carriages. We stopped at a market town 
and the whole carriage immediately filled with 
people from the fair. The old farmer beside me 
took a clay pipe out of his pocket, pared down 
some tobaeco from his plug, filled the bowl of 
his pipe with it, and pressed it down with that 
thumb which the Almighty gave an Irishman 
for that special purpose, and then, looking 
around the carriage, said, ‘‘Would it be incon- 
venient to any of yez if I was to kindle my 
pipe?’’ The lady beside him said, ‘‘I can’t 
stand the smell of it in bed nights, but I don’t 
mind the reek of it day times.’’ The old farm- 
er says, ‘‘ Ah, if you put a clout over your head 
and a pint of whiskey in your stomach, you 
won’t mind it night times nather’’ (laughter). 
The conversation was on that key throughout 
the trip. I was adopted into the company. All 
were friends. 

Here you have in Ireland two races differing 
in religion and ancestral inheritance, both fine 
types of people, who cannot understand one an- 
other on account of ancient bigotries—one who 
believes in principles, and one who believes in 
persons. Doctors can do so much in this coun- 
try beeause they do not move in one social 
stratum but have touched throughout all the 
stratifications of the society in which they live. 
They can do so much to prevent such ancient 
bigotries which have spoiled the life in Ireland, 
from entering and spoiling the life in America. 

The last thing that Ireland ean teach the 
world is that it isn’t what happens to you, but 
what happens in you, that matters. Ireland is 
the only country in the world where you can see 
a man sitting in a puddle on the floor beneath 
the dripping thatch, surrounded by pigs and 
hens, in the most God-forsaken climate in the 
world, singing songs about the beauty of home. 

here was an Irishman once who got into 
some trouble with the church and when he died 
he found himself in hell. No sooner did he dis- 
cover where he was than he took his little flute 
out of his hip pocket and began playing dance 
musie until all the little devils in hell were 
dancing around as merry and gay as you please, 
and when the old devil heard the dance music 
he came down in anger and said, ‘‘I don’t keep 


this place for a cirecus.’”” Then he went way 
down and heated hell ten times hotter than it 
was before until the little flute was melted out of 
the Irishman’s hands and fell down his beard 
onto the cinders of the floor. But the Irishman 
didn’t care. He put his thumbs in the armholes 
of the waisteoat and began singing comic songs 
until all the old devils who were squatting along 
the edge of hell were holding their sides and 
laughing as if their hearts would break. The 
devil came down in fury and said, ‘‘This is no 
Barnum and Bailey cireus. I keep this place 
for wailing and gnashing of teeth. Get out of 
this,’’ he said to the Irishman, and he kicked 
him up to heaven where he belonged (laughter). 
The definition of an Irishman is ‘‘a man who can 
tell hell to go to hell,’’—a part of the philoso- 
phy of life which Ireland hereby presents to the 
medical profession and to the whole world. 

Let us try to see to it that in this fair land 
the ancient bigotries which have so spoiled the 
older countries do not seep in. Remember 
that the spirit of this country, as I was told dur- 
ing my first trip across the Atlantic here, is 
best expressed in that fine epitome of true de- 
mocracy, ‘‘a man’s a man for a’ that’’ (ap- 
plause ). 


The President, Dr. Bigelow: 
for the Emerald Isle? 

Now we will come down to brass tacks, the 
Back Bay of Boston, not cold roast Boston, The 
Society of Friends of Medical Progress. How 
many of you have heard of that? We have as 
our guest a man who is with that Society heart 
and soul, a man who has fought and is fighting 
the good fight for medical progress at great per- 
sonal sacrifice of time and strength and money. 
How many of you have done this? He is one 
of those rare men who fight with a smile against 
all odds for the right. 

It is a pleasure to introduce Mr. Ernest Har- 
old Baynes, Field Secretary of the Society of 
Friends of Medical Progress (applause). 


Mr. Ernest Harold Baynes: Mr. President, 
members and guests of the Massachusetts 
Medical Society: I became interested in medi- 
cine some twenty years ago; that is to say, I 
became interested in the enemies of medicine, 
especially the anti-vivisectionists. All my life 
I have been interested in the conservation of 
animals, in the organization of bird clubs and 
things of that kind. I am also president of a 
humane society. 

Many years ago I began to receive anti-vivi- 
section literature which told me that the doctors 
were torturing animals in the medical schools 
and research laboratories for no good purpose 
but simply to gratify their idle curiosity or from 
a morbid desire to inflict pain. I had an inter- 
view with Professor William T. Sedgwick of the 
Massachusetts Institute of Technology, and as 
a result of that interview I decided to investi- 
gate the whole question of vivisection. I did so 
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and came to the conclusion that the anti-vivi- 
sectionists were wrong and that something 
should be done to counteract the evil effects of 
their campaigns. Three or four years ago | 
began to work actively. The first thing I did 
was to go to the magazine Life after the death 
of the former editor, Mr. Mitchell. I harangued 
the editorial staff for an hour. I informed them 
that their campaign against scientific medicine 
was one of the causes of the spread of tubercu- 
losis and that this must be admitted unless they 
took the stand that Life had no influence with 
the public. At the close of my address Charles 
Dana Gibson turned to the rest of the staff and 
said: ‘‘I think we can promise that hereafter 
we will never say a word against vivisection’’ 
(applause). 

I then wrote for The Woman’s Home Com- 
panion an article entitled ‘‘The Truth About 
Vivisection’’ which reached about five million 
people. It exposed the whole anti-vivisection 
hoax, and so pained the anti-vivisectionists that 
they instituted a boycott against the magazine. 
I could tell you of many other interesting at- 
tacks which have been made since then against 
the anti-vivisection forces, but as I have only 
a few minutes, perhaps I can use it best to show 
you some strange and amusing examples of the 
mentality of our opponents, brought out as a 
result of these attacks. For instance, there was 
the comment of a prominent woman anti-vivi- 
section leader on an illustration which accom- 
panied my article in The Woman’s Home Com- 
panion. The picture showed me with a favorite 
Great Dane dog, and the lady wrote to the edi- 
tor of the magazine as follows: ‘‘I note that 
in the picture which accompanies the article 
the author is not looking his dog in the face. 
This does not surprise me as moral courage does 
not seem to be one of Mr. Baynes’ principa’ 
assets.”’ 

Of the hundreds of letters written to the edi- 
tor protesting against the article only one was 
written by a man of any eminence—it was from 
the pen of the Hon. Percival P. Baxter, Gov- 
ernor of Maine. Governor Baxter did not claim 
ever to have seen an experiment—ever to have 
been inside a laboratory even. He simply quoted 
from the writings of the Hon. Stephen Coler- 
idge of England. In the Boston Herald I was 
' obliged to eall Governor Baxter’s attention to 
the fact that even from anti-vivisection circles 
he should have been able to select for his guide 
and philosopher someone more reliable than a 
man who had been convicted of slander and 
fined ten thousand dollars in an English court 
(laughter). 

When I lectured on ‘‘Viviseetion’’ at the 
Boston Publie Library I threw on the sereen 
a few of the choice epithets which had been 
applied to me by the enemies of research. A 
prominent woman anti-vivisectionist present ap- 
plauded the sentiments expressed until there 
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a dog who wrote that article ought to be hanged, 
or, better still, viviseected himself.’’ As there 
was a dead silence I remarked to the audience, 
‘*T notice that the lady does not applaud that 
one.’’ Quickly there came the retort, ‘‘Only 
because I am not in favor of eapital punish- 
ment.”’ 

One day I attended a lecture by the president 
of the British Union for the Abolition of Vivi- 
section. On this oceasion he happened to be 
talking on vegetarianism, and I think I ean give 
you an idea of one part of his address. He said: 
‘“‘T am a vegetarian, and a good vegetarian, 
too, because I made up my mind forty years ago 
that I would never permit my stomach to be- 
come a sepulchre for the carcasses of the little 
sentient beings that are killed for the supposed 
benefit of humanity. Now let me show you how 
it works out. The other night a friend of mine 
was dining with a lady. He sat on one side 
of his hostess and her little girl on the other. 
He noticed the little girl looking over at his 
plate. Her mother said, ‘Agatha, darling, will 
you have some meat?’ ‘No, thank you, mamma, 
no meat for me,’ and my friend noticed that the 
little girl kept looking over at his plate. At 
last the poor little thing could stand it no longer 
and, putting up both her hands to her face, 
she burst into tears. My friend said, ‘Madam, 
what is the matter with your little girl?’ ‘Oh, 
pray, sir, do not mind her. You see, we had a 
little pet lamb, and it is the little pet lamb we 
are having for dinner tonight.’ That poor little 
girl saw that dear httle lamb disappearing down 
my friend’s throat’’ (laughter). 

It is interesting to note the way the anti-vivi- 
sectionists treat those who don’t agree with 
them. One day I was walking along a street 
in Boston when I met a lady who recognized me 
and who smiled before she realized that I was 
in favor of vivisection. I was in the act of rais- 
ing my hat when suddenly she took a wide circle 
around me, remarking loudly, ‘‘Oh, no, Mr. 
Baynes, I don’t approve of you! I don’t ap- 
prove of you!’’ 

Sometimes the disapproval is given even more 
emphasis, as when after I had concluded a lee- 
ture in a church in San Diego a raw-boned wom- 
an rushed up to me and, shaking her fist in my 
face, shrieked: ‘‘You’re a dirty old brute; 
you’re a dirty old brute.’’ Or, as when in New 
York, after an address in which I had simply 
told the facts coneerning vivisection, a very 
beautiful woman stepped up to me and said: 
“*Oh, when you come to die! Oh, when—you— 
come—to—die! I’ve always wanted to see a 
brute in human form; now I’ve seen one. 
Oough!’’ And as she said it she drew aside 
a long fur cloak which had caused more pain 
than all the experiments in a research laboratory 
for a year. 

But my time is almost up and before I close 


appeared one bearing the legend ‘‘The son of 
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Friends of Medical Progress, with Dr. Charles 
W. Eliot at its head, with Dr. Thomas Barbour 
as its active President, and with Miss Mary Lee 
Thurman as its Secretary. Its headquarters are 
at 28 Newbury Street, Boston. It is pledged to 
the support of scientific medicine, and to the 
confusion of the sixty different cults and soci- 
eties that are arrayed against your profession. 
Dr. George Vincent, President of the Rockefeller 
Foundation, said of us in a recent address: 
“This society must be backed to the limit, or the 
medical profession will be swamped by its ene- 
mies.’’ I urge you all, not only to join this 
society, but to support it in every way possible. 


Dr. Bigelow: I want to ask Mr. Baynes what 
are the dues. 


Mr. Baynes: The dues for associate member- 
ship are one dollar a year; for active member- 
ship, five dollars a year; for sustaining member- 
ship, twenty-five dollars a year, and the sky is 
the limit. 


Dr. Bigelow: Let us all join. 


The President, Dr. Bigelow: The doctor 
doesn’t enjoy being in court either as a witness 
or defendant. However, it is a great comfort 
to feel that in case of need we have a wise and 
expert lawyer to protect our rights. I trust you 
may not need the services of our attorney but I 
know that should you need him, he will ably de- 
fend you, 

I take pleasure in introducing Mr. Robert G. 
Dodge, counsel of the Massachusetts Medical 
Society. 

Mr. Dodge spoke briefly of his work as counsel 
of the Society, comparing the duties of the com- 
mittee of the Society on Ethies and Discipline 
with those of the committee of the Bar Associa- 
tion to act on complaints relating to irregulari- 
ties. 

The President, Dr. Bigelow: After listening 
to the eloquent words of our counsel we nat- 
urally turn to a physician who is not easily car- 
ried off his feet by a new and alluring method 
of prolonging youth and abolishing age. His 
contribution to the physical well being of young 
men you all know. I know something of his 
work on the Committee of Public Health of this 
Society and I must tell you in all frankness that 
he is a real man. 

I take great pleasure in introducing Dr. 
Roger I. Lee (applause). 


Dr. Roger I. Lee: Mr. President, guests and 
members of the Society: Your President has 
asked me to speak because I happen to be unfor- 
tunate enough to be a chairman of a Committee 
to draw up a plan for health examinations. He 
has also warned me that every moment that the 
earlier speakers = over time must come out 
of my remarks. I leave the mathematical prob- 
lem entirely to you and I shall suit my own 
devices in meeting my solution of it. Health 


examinations require no defense from the med- 
ieal profession, but, on the other hand, there are 
details with these health examinations which 
have bothered your Committee a great deal. 
Your Committee is unanimous in thinking that 
these health examinations ought to be carried 
out by the practising physicians themselves. 
Your Committee doesn’t believe that health ex- 
aminations should be generally referred to the 
specialists. Your Committee is entirely as one 
in believing, as Dr. Campbell so strongly 
stressed last evening, that the individual should 
be taken as a whole and not in various segments. 
Your Committee believes that if the practising 
physician is going to take care of the individual 
when he is sick, therefore the practising physi- 
cian ought to be the physician to conduct the 
basie physical examination. 

Of course, there will be various cases in which 
additional examinations by X-ray and by spe- 
cialists may be necessary, but the Committee is 
firmly of the impression that every effort on the 
part of this Society ought to be used to per- 
suade, in the first place, the public to have these 
examinations and to persuade the practising 
physicians to carry out these examinations 
themselves. The Committee will report in con- 
nection with some of the details later. 

Now in connection with this whole movement 
of health examinations so-called there is a tre- 
mendous opportunity and a tremendous obliga- 
tion on the part of the profession. It is the 
recognition and the acceptance at once of one 
important factor in preventive medicine. Too 
often we have been acustomed to think of pre- 
ventive medicine in terms only of the various 
appliances and methods of sanitary science and 
not enough in what Dr. Kelley referred to as the 
physiological attack. In other words, the phys- 
icians haven’t gone into the details of daily 
life, into the details of hygiene as they should. 
It is my impression that many of the cults defi- 
nitely spring from the failure of the physicians 
to practice this kind of preventive medicine. 

However, I am not going to give a dissertation 
even of this aspect of preventive medicine be- 
cause there is here in this room a man who has 
eloquently advocated preventive medicine for 
many years, and he himself in his own person 
is a stalwart example of the practice of preven- 


tive medicine. I refer to the next speaker (ap- 
plause). 


The President, Dr. Bigelow: We all respect 
and love a great teacher. When that teacher has 
renewed and transformed a great medical school 
he has laid all physicians and the public under 
an obligation we in Massachusetts can only hope 
partially to meet by putting into practice what 
he himself has taught and lived—Honorable 
Charles W. Eliot, honorary menber of the Mas- 


sachusetts Medical Society (prolonged ap- 
plause). 


Dr. Charles W. Eliot: It seems to me that 
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you must all be feeling as you have listened to 
these discourses since you dined that there is a 
tremendous amount of work to be done to carry 
forward the achievements of your profession 
and to bring into practice the modern doctor's 
philosophy of life. But these addresses have 
had a different effect on me. I feel that f 
ought to testify to the enormous work already 
accomplished with regard to care of the public 
health, to wholesome family life including ven- 
tilation, cleanliness and diet, to preventive med- 
icine, and to the ethies of medical and surgical 
practice. 

You see I go back to the time, in the first 
place. when there wasn’t a sewer in the City of 
Boston. In my boyhood there was no public 
water-supply in Boston—none whatever. I go 
back to the time when coal gas was first intro- 
duced as a means of giving light in private 
houses and in the streets. Coming down later, I 
go back to the time when the medical students 
in Harvard University were justly described by 
the Professor who then managed the Medical 
School as in large part barely able to write. A 
deal of progress since those days, gentlemen! 

It is much the same with regard to the whole 
method of teaching medicine. I was a youth of 
22 when I was suddenly called upon by my 
teacher in chemistry at Harvard College to give 
the annual course of lectures on chemistry in 
the Medical School in his place. He had quar- 
relled sharply with the Medical Faeulty over 
the terms and conditions under which they gave 
the degree of Doctor of Medicine. Within 
twenty-four hours he had all the equipment of 
the chemistry department of the Harvard Medi- 
eal School on Grove Street carted out to Cam- 
bridge. He had a right to do so, because it be- 
longed to him, and not to the Faculty. The 
Medical Schoo! in those days made no provision 
whatever for the teaching of chemistry except 
a small salary to a professor imported from 
Harvard College. What progress is shown in 
the present chemical laboratories of the School, 
progress in regard to both teaching and _ re- 
search ! 

Then I learned what the mental condition of 
the average medical student really was; and I 
put that knowledge to good use when thirteen 
years later I had the opportunity to put into the 
Medical School the means of developing a new 
kind of medical student, and of medical teacher. 

The effect of all this past observation and ex- 
perience on my mind now, as I have listened 
with you to these after-dinner speeches, is that 
medicine as a science and an art, the methods of 
teaching medicine, and the ethies and practices 
of the medical profession have gone forward and 
developed marvellously in the wunexampled 
period that my working life has covered. 

What is the reasonable inference from that 
fact? Not that we have got far enough. Not 
that we may stop or falter; but that the hope 
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for the future is superb. The hope for the med- 
ieal profession, for mankind, and for civiliza- 
tion in the future is superb; and we must all 
look forward to it with the utmost confidence. 


I want to say a word about the new tendency 
in the medical profession to embrace preventive 
medicine as a legitimate and much needed form 
of practice, and as a means of earning a satis- 
factory livelihood. There is manifest trouble in 
securing an adequate number of physicians for 
the rural sections of our country; there is ap- 
prehension on the part of young graduates that 
the young man who goes into rural practice will 
not have within reach the proper means of prac- 
ticing either curative or preventive medicine, 
that he will lack the laboratories and clinics 
which in cities supply the whole profession with 
the best diagnostic facilities and keep both 
young and old doctors acquainted with the prog- 
ress of medical discovery. But, on the other 
hand, there are many hopeful signs that under 
the admirable management of Dr. Edsall, the 
Harvard Medical School and the School of Pub- 
lic Health will soon turn out an adequate num- 
ber of voung men willing to serve in rural sec- 
tions and in publie health offices. Factories, 
mines, all sorts of industries in our country are 
coming forward as generous supporters of pre- 
ventive medicine and are employing on fair sal- 
aries well-trained practitioners of preventive 
medicine. Other cheerful indications are the 
numerous sanitary investigations, surveys, and 
reports by public medical authorities, the many 
controlled milk supplies, the improved control 
of typhoid fever, diphtheria, and measles, and 
the provision at publie expense of prenatal con- 
sultations, maternity hygiene courses, and dem- 
onstrations of nursing service. 

We used to think that a physician employed 
by a city as Health Officer or School Physician 
had a poor chance of making a living unless he 
could slip in some private practice besides; but 
now we see many cities providing a good sal- 
ary for the public health officer, for the doctor 
who examines all the children in the public 
schools, and for the dentist who gives essential 
help to that doctor. Not only do we now see 
that a decent living is to be had in these forms. 
of preventive medical practice, but we are learn- 
ing also that a fair proportion of the young men 
who are coming forward into the practice of 
medicine are going to be satisfied with the mod- 
est income of the health officer, are going to be 
satisfied with the better income of the doctor in 
a great factory or industrial plant of any kind, 
that they are going to respond to the new call 
just as a large number of very admirable schol- 
ars, deep students in special subjects, such as 
history, economies and government, or physics, 
chemistry and biology, or languages and litera- 
ture, respond to the call of colleges and univer- 
sities for professors. There is no large income 
to be had as a college professor. Most city prac- 
titioners of medicine have a larger income thay 
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the college professor ; but there is never any diffi-| of the subject, giving first a brief history of the 


culty in recruiting the ranks of college profes- 
sors, either at Harvard or in any other college or 
university of the country. What is the reason 
for that fact? Men who go into that work look 
forward with delight to the career of a univer- 
sity professor, first because they love scholarly 
study and research, and secondly because they 
are perfectly willing to give up the larger in- 
comes they know they might earn in other eall- 
ings in order to teach promising young men and 
women. 

You are going to have the advantage of just 
that same spirit in carrying your sons and all 
the young men who seek your advice after grad- 
uation into altruistic service. You are going 
to have that advantage in sending the new gen- 
eration into the practice of preventive medicine. 
And indeed there is good reason why we should 
sueceed in this great enterprise of multiplying 
the number of men who go into preventive med- 
icine either as health officers, visiting physicians 
in hospitals carried on by the cities, or in the 
production of an adequate number of men who 
will work for better pay, but still for modest 
pay. in the greatest industries of the country. 

Therefore let us all give, first, good advice ‘o 
ihe young men graduates in medicine who ask 
us—they still ask me and they must be asking 
you—where lies a satisfactory career in med- 
icine. 

Therefore we must look forward with the ut- 
most confidence to these further progresses in 
medical knowledge and art in the service of 
the medical profession which the future is open- 
ing before you all. 


Dr. Bigelow: With all good wishes for all 
the members of the Society and for their fam- 
ilies I declare the meeting closed. 
Adjourned, 


MEETING OF MASSACHUSETTS ASSO- 
CIATION OF ASSISTANT PHYSICIANS 


Tue Sixty-fourth Meeting of the Massachu- 
setts Association of Assistant Physicians was 
held at the Gardner State Colony, May twenty- 
first, nineteen hundred twenty-four; thirty-five 
members and ladies being the guests of the Su- 
perintendent, Dr. Charles E. Thompson. Lunch 
was served in the attractive Employees’ Room 
in the Recreation Building, and musie was fur- 
nished during the meal by the Gardner State 
Colony orchestra. 

The business meeting was called to order by 
the President, Dr. Roderick B. Dexter. After 
the formal business had been transacted, the 
President introduced Dr. Clarence A. Bonner, 
Assistant to the Commissioner of Mental 
Diseases, who read a paper on Occupational 


Therapy, with special reference to State Hos- 
pital work. 
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development of this, the most valuable single 
therapeutic aid in the treatment of the mentally 
ill. Although the value of occupation was rec- 
ognized by psychiatrists at least one hundred 
years ago, it was not until the World War that 
Occupational Therapy received its greatest im- 
petus. Inasmuch as the prime object is to 
awaken and hold the interest of the patient, 
careful study of his personality, and considera- 
tion of his likes and dislikes, must be under- 
taken before the particular occupation is pre- 
scribed. Practical oceupations are of value, as 
the objective is to return the patient to the com- 
munity; nevertheless, the value of all occupa- 
tion is to be estimated in terms of therapeutic 
accomplishment, not utilitarian gain. Sympathy 
and encouragement are important, and above 
all, the proper attitude on the part of the occu- 
pational therapist. This is frequently not ac- 
quired until after long experience in dealing 
with mental patients. The paper was discussed 
by Drs. Dexter, Noble and Overholser. 

Dr. Thompson then welcomed the visitors, 
and gave a very interesting history of the origin 
and development of the Colony. This was es- 
pecially apropos, since from the very beginning 
the great stress at the Colony has been on the 
importance of occupation as a therapeutic meas- 
ure. In order to emphasize the fact that occu- 
pation is a form of treatment, each ward now 
has a book in which the ward physician writes 
his prescriptions for specific occupation, just as 
for drugs, reviewing his prescriptions weekly, 
and making such changes as seem indicated. 
The occupations are very largely practical. 
Another feature of the institution is the Colony 
care, that is, the method of caring for the pa- 
tients in comparatively small segregated groups. 
With this arrangement, each cottage has its own 
‘‘atmosphere,’’ its special activities. Thus a 
patient may be given an almost entirely new en- 
vironment without leaving the institution, a 
feature of considerable value in those cases in 
which prolonged routine is having an untoward 
effect. 

Before adjourning, a rising vote of thanks 
was tendered Dr. Thompson for his hospitality 
and his instructive address. 

After the meeting, the guests were shown 
through the buildings of the main group. In 
the Male Industrial Building could be seen the 
process of weaving, the making of stockings, 
underwear and brooms, shoemaking, tailoring, 
and furniture-making. The products of this 
building nearly suffice for the needs of the en- 
tire Colony. In the Women’s Industrial Build- 
ing, numerous lines of handiwork were viewed, 
and an exhibition of the products was much ad- 
mired. The new laundry building, a model of 
its sort, houses also a printing establishment, 
where many of the forms used in the various 


Dr. Bonner presented a well-ordered resumé 


state hospitals are printed. The hospital build- 
ing, opened only last Fall, excited the admira- 
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tion of all. This is a two-story brick building on 
the slope of a hill commanding a fine view of the 
surrounding country. The basement, which is 
practically a ground floor, contains the dict 
kitchen, dentist’s office, laboratory and dispen- 
sary. The two upper floors are used as admis- 
sion and sick wards, there being a large open 
porch on each floor for the tuberculous. The 
operating room is found on the upper floor; a 
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feature of this being an observation gallery sep- 
arated from the room by plate glass. The whole 
building compares most favorably with the mod- 
ern general hospitals. 

All agreed that the meeting and the tour of 
inspection were instructive and profitable, and 
that the hospitality shown was very enjoyable. 

Wrxrrep OverHOLSER, M. D. 

Medfield State Hospital. Secretary. 


Convalescence: VI. The Cleveland Hospital and Health Survey 
BY JOHN BRYANT, M. D., BOSTON 


Aut medical publications eventually find 
themselves graded according to their degree of 
technical and literary superiority. Out of the 
enormous total now being produced with such 
lavish prodigality of effort, there appear from 
time to time reports or papers conspicuous for 
excellence both in their conception, and in the 
high plane of their accomplishment and presen- 
tation. Among these selected publications, 
there will on occasion appear one worthy to be 
classed by Treves as qualifying for a place upon 
his proverbial postage stamp. Parenthetically. 
it may be recalled that Treves* habitually de- 
elared in his lectures that all the real advances 
in medicine for a given year could be written 
out upon the back of a postage stamp, in not too 
minute long-hand, and yet leave room to spare 
upon the back of said postage stamp. 

Of this classically important variety, is the 
exhaustive and, from a community health point 
of view, all-embracing report issued in 1920 by 
the Cleveland Hospital Council. The number 
and quality of the investigators and collabora- 
ters in this project, the first of its kind, assure 
its impartiality and give added weight to its 
pronouncements. 

From the point of view of the student of con- 
valescence, it is therefore of importance to note, 
study and thoroughly digest all references an: 
recommendations in the Cleveland Hospital and 
Health Survey which tend to throw light upon 
the so generally neglected problem of organ- 
ized convalescent care-as an aid to social and 
medical betterment of community life. 

The paragraphs which follow bear directly or 
indirectly upon the problem of adequate con- 
valescent care. They are directed toward the 
improvement of conditions in Cleveland. But 
if they are admittedly applicable to Cleveland, 
the burden is upon all other communities, both 
large and small, to prove to what degree and 
why, they feel entitled to claim exemption for 
themselves from accepting the responsibility 
— Cleveland has voluntarily taken upon it- 
self. 

The responsibility which Cleveland has thus 
voluntarily taken upon itself, is nothing more 
ner less than an obligation to provide, with the 
least possible delay, centralized organized care 
for its convalescent patients, men, women, and 


*Dr. W. T. Grenfell—personal communication. 


whildren, and on a ratio of not less than on? ccn- 
valescent bed for every ten acute hospital beds 
in the city of Cleveland. 

One further point is worthy of mention in 
these days when things medical are so frequent- 
ly looked at from the point of view of the labo- 
ratory, the hospital, and the physician. The 
Cleveland Survey, with what success the reader 
may decide, approaches the problem of conva- 
lescence from the point of view of the sick pa- 
tient and of his family, and from the point of 
view of all the other families which together 
make up the lay community of Cleveland. 

The abstracted paragraphs, my sections I and 
VIII, are from a follow-up pamphlet entitled 
‘‘Two Years After,’’ published in 1922 by the 
Cleveland Hospital Council. The other para- 
graphs abstracted are from Part X of the origi- 
nal 1920 Report of the Cleveland Hospital Coun- 
cil. These abstracts, ocesionally rearranged 
but without change of context, are herewith pre- 
sented firstly in the belief that they should be 
more available than in their original form, for 
general medical consideration. Secondly, and 
even more important, because taken as a whole 
they constitute the most authoritative statement 
which is thus far available, bearing upon the 
fundamental necessity of viewing adequate con- 
valescent care as a basic, vital, and ever present 
community problem in preventive medicine and 
public health. 


I—INTRODUCTION 


The Cleveland Hospital Council was incorporated 
“to promote the efficiency of, and codperation be- 
tween, the various interested hospitals, to the end 
of better meeting the hospital needs of the commun- 
ity and to do all other things that are necessary and 
incidental to the proper conduct of the affairs of the 
Council and its constituent members.” 

The Hospital and Health Survey was made at the 
request of the Cleveland Hospital Council. Why 
did Cleveland need such a survey, or as Dr. Emerson 
states it, “the luxury of a diagnosis”? Simply be- 
cause communities are often like individuals. When 
an individual feels the presence of ill health, he usu- 


ally employs a physician to make a diagnosis. A - 


community diagnosis was invited in this case. A 
community physician with a staff of consultants was 
selected “to detect the presence of all factors affect- 
ing health and to formulate all practical and eco- 
nomical measures, to decrease disease and to in- 
crease health.” The diagnostic procedures employed 
were somewhat like those used by the regular medi- 
cal practitioner; that is, history taking, physical 
examination, laboratory analysis. A course of treat- 
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ment was prescribed, and the physician was _ re- 
quested to explain thoroughly both diagnosis and 
treatment, and to suggest some one to undertake 
the duty of seeing that the community takes its 
medicine—to make provision for follow-up and con- 
valescent care. This was the aim of the Survey. 

Some rather painful conditions affecting health 
were revealed, but these were not all detected or 
brought to light by the surveyors unaided. There 
was no hesitation on the part of the patient in mak- 
ing everything known to the physician. In some 
instances personal histories were freely confessed. 
Such concurrent action is essential to a sound com- 
munity diagnosis. 

Examination of the reports make clear that a very 
extensive course of treatment was prescribed. But 
it was not suggested by the physician that all of the 
medicine be taken at one time. “Were such the 
case,” one observer remarked, “the result would 
have been like the story of the operation which was 
successful, but from ch the patient died.” Ra- 
tional suggestions were made for following up the 
community case. Evidently, a long period of con- 
valescence was foreseen. 

The Survey reports were on the whole well re- 
ceived locally. Many favorable comments and re. 
views appeared in medical, hospital and health pub- 
lications throughout the country. The following 
comments by eminent persons are most gratifying; 
“the report of the Cleveland Hospital and Health 
Survey .. . is the most constructive decument 
in the field of preventive medicine that I have ever 
read.” (Dr. Charles W. Eliot, former President of 
Harvard University.) “It is the most enlightened 
and far-sighted action yet undertaken in any com- 
munity in the United States. It points the way for 
the guidance of other communities, and it is an ex- 
ample to all as to the kind of constructive effort, 
based on searching investigation of the factors in- 
volved, which must become more or less standard 
procedure.” (Dr. Winford H. Smith, Superintend- 
ent of Johns Hopkins Hospital, in Jour. Am. Med. 
Assn. April 16, 1921.) “This series of surveys ... 
is certainly the greatest single contribution that 
has been made to the problem of public health ad- 
ministration.” (Dr. C. E. A. Winslow, Yale Uni- 
versity.) 

In spite of some rather sharp criticisms of their 
work, local public officials have considered the rec- 
ommendations with respect to public departments 
on the basis of the good in them. and have made 
efforts to carry out constructive suggestions when- 
ever possible. This is equally true of representa- 
tives of private agencies. 

Survey methods and reports have not been entire- 
ly free from criticism. There have been both gen- 
eral and specific comments of a critical nature. The 
reports contain some inaccuracies, misstatements 
and a few errors. A destructive critic appointed to 
find fault might take these, shut his eyes to the good 
parts and write a story which might make the com- 
munity consider the Survey of doubtful value. But 
this is not the Cleveland way. The Survey is being 
considered and judged as a whole, and from the 
point of view of the good in it. In our opinion, it 
not only has paid for itself many times over in 
dollars and cents, but also in increased human val- 
ues; and, as the years roll by and further steps are 
taken along the lines suggested, even greater re- 
sults will be recorded in added days of life, work, 
and happiness. 


IIl—HOSPITALS 


It has been sought in this section to point out not 
only general matters of interest to the city as a 
whole, but to indicate some of the kinds of facts 
which hospitals need to know about themselves: 
which the trustees and their representatives should 
have periodically reported to them. In how many 


hospitals do the monthly to the trustees show, for 
instance, the percentage of beds used in each 
of the main divisions of the hospital in pro- 
portion to the theoretical capacity of each di- 
vision? Shrewd business men know just what 
facts to demand in regular reports from their 
own enterprises so that they shail be able to deter- 
mine whether or not the business is well run. Trus- 
tees should be as discriminating in the selection of 
the facts which they ask to have set up as the guide- 
posts for the business and policy of their hospitals. 

It is of particular importance that the trustees un- 
derstand what facts they should know of periodical- 
ly, so that these may be presented in the monthly 
and annual reports of the superintendent. The per- 
centage of beds used in each division of the hospi- 
tal has already been mentioned as one of these im- 
portant facts. The length of stay of cases in the 
different divisions of the hospital is another. At 
the time of the Survey census, it was found that, 
taking the general hospitals of Cleveland as a whole, 
44.6 per cent. of the patients had at that time been 
in the hospital from three to fourteen days, 13.2 per 
cent. had been in the hospital less than three days, 
19.2 per cent. between fourteen and thirty days, 9.2 
per cent. between one month and two months, and 
12.9 per cent. more than two months (.9% not stat- 
ed). The proportion of cases staying for these longer 
periods is higher than it should be in hospitals de- 
signed primarily for acute stages of disease. The 
reason lies largely in the lack of dispensaries and 
of facilities for convaleseent and chronic patients 
in Cleveland, to which attention will be devoted 
later in this report. A study of individual hospitals 
showed wide variations in this figure, ranging from 
no patients staying over sixty days to as high as 
29.9 per cent. A report showing the length of time 
that patients have been in the hospital, and the 
number in the various divisions of the hospital 
who had been there more than a normal period, 
should be of distinct value to the trustees as well 
as to the medical staff and superintendent. 


11I—THE HUMAN PROBLEM OF THE HOSPITAL PATIENT 


“Treat not only the disease, treat also the man.” 
These words of Rudolph Virchow set the standard 
for the highest form of hospital service. The two 
or three thousand patients who are in the hospitals 
of Cleveland daily, present the hospitals not only 
with a variety of bodily ills, but with problems of 
personality and environment which are as varied 
as human nature, and which influence vitally the 
ultimate success of the hospital’s mission to main- 
tain as well as to restore health. 

Virchow’s words set not only a standard but ex- 
press a warning, for the hospital’s great danger is 
overspecialization—attending to pathology and over- 
looking personality. Successful work in the oper- 
ating room may be independent of what the patient 
is or thinks or feels, but successful restoration of 
the patient to health and living efficiency depends 
not only on the surgery but on the patient’s state 
of mind after he goes from the operating room to 
his bed in the hospital and from his bed in the hos- 
pital to his home. 

In a survey it is necessary to consider persons as 
well as patients, in order that a true picture be 
given of the hospital’s services, of their relation- 
ships to the community, and of their value and 
deficiencies, as judged by the final result in making 
people well and humanly efficient. The Survey has 
therefore endeavored to study the people and their 
reaction to the hospitals of Cleveland as well as the 
hospitals of Cleveland in their reactions to the 
people. Several hundred interviews and conferences 
were held with physicians, including both members 
and non-members of hospital staffs; with nurses 
in hospitals and in public health fields; with social 
workers; with organizations of the foreign-born; 
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with church workers; and with people met more 
or less at random in their homes or elsewhere. 


Those who are accustomed to hospitals too often 
fail to recognize how new and strange an experi- 
ence, to the average patient, is his first contact with 
a hospital. ‘The admission procedure, the unfa- 


miliar ontiseptic odors, the sight of many sick 
people, the precise business-like efficiency of hurry- 
ing nurses and doctors, fill many a patient with 
vacue end vacertain ideas of what may be going on 
behind the many closed doors, and what may 
soon be happening to himself. Courage is easily 
lost in the strange institutional atmosphere. The 
educated man who is familiar with hospitals, hav- 


ing previously been a patient or a visitor, and who 
is self-confident and at ease even during sickness, 
is in quite a different position from the uninformed 
immigrant who has never had contact with doctors 
or hospitals in his life, or the timid women, or the 
sensitive child. 

It is not that hospitals or their personnel lack 
kindness in the treatment of the patients. It is 
their business to be helpful, and hospitals and their 
doctors, nurses, and other personnel generally are; 
but it is rather that hospitals are helpful in a profes- 
sional and technical way, while the patient is gen- 
erally full of worrying questions he would like to 
have answered, of forebodings which it would be 
desirable to dispel, of states of mind which depress 
him, and which, if maintained, will hinder his re- 
covery. These forebodings and these states of mind 
require not merely a general attitude of kindness, 
but sympathetic insight, clear analysis, and definite 
action to dispel. 

The human problem of the hospital patient can be 
perhaps best illustrated by the foreign-born. On the 
two Survey census days, 63.1 per cent. of the adult 
patients were American-born, and 36.9 per cent. 
were foreign-born. According to the estimates of 
1917, of the Cleveland Americanization Committee, 
there were 744,728 total population in the city, of 
whom 231,939 were of foreign birth, 466,142 native 
born of native parents, and 281,586 native born of 
foreign or mixed parentage. Those of the third 
group are largely children. Taking these figures, 
we find that the 231,939 foreign-born are 49.7 per 
cent. of the 466,142 native born of native parentage. 
This figure may be roughly compared with the per- 
centage of foreign-born adults in the hospitals of 
Cleveland, which was just stated as 36.9 per cent. 
This illustrated an important point which studies 
in other communities have verified—that the for- 
eign-born adult generally uses the hospitals less 
than the American-born adult. This is hargely be- 
cause of lack of familiarity with an institution 
with which many immigrants had little experience, 
previous to coming to this country. It must be re- 
membered that a large number of recent immi- 
grants have come from small towns and many of 
them think, “Hospitals are places where you go to 
die.” A considerable proportion of the foreign- 
born patients, moreover, speak little or no English. 

The attitude of the foreign-born toward the hos- 
pital reflects all the light and shades of the hos- 
pital’s own attitude toward its patients of foreign 
birth. Frequently the very human and impressionable 
surface which the foreign-born presents ready for 
the hospital’s sign and seal, is masked behind an 
enforced silence because of unintelligible speech. 
Too often the phrase “ignorant foreigners” shows 
merely lack of understanding by the American- 
born. A common language is the searchlight most 
useful in discovering physical, racial, or tempera- 
mental needs, and means of adjusting the hospital 
regime to treat these. When the hospital has given 
time and thought to its task, it has been able 
through sympathetic interpretation to convince the 
patient of its friendly interest, its ability in diag- 
nosis, its skill in treatment, and when this convic- 


CONVALESCENCE. 


VI—BRYANT Boston M. & S. Journal 


June 19, 1924 
tion is made doubly sure by intelligent follow-up 
work in the home, there is every evidence that the 
hospital’s work is worth while, that the patient is 
grateful and appreciative, and that the experience 
has been of permanent educational value to him in 
the matter of personal and public health and in the 
growth of a sense of social and civic participation. 

The result is different when the hospital has had 
no specific machinery for getting at the back of the 
foreign patient’s mind, and making the somewhat 
inflexible and mysterious hospital routine less a 
puzzle to him. The patient’s mild skepticism as to 
whether American hospitals are good places for the 
foreign-born increases to a large doubt. This is 
further enlarged by his friends, who have trouble 
in being understood at the inquiry desk; who may 
be unable to talk with the doctor or to get the 
diagnosis. If a medical case, the patient worries 
through a retarded convalescence and goes home 
glad to be free—and wondering! If a surgical case, 
often his climax of protest against the vast un- 
known of hospital machinery is a refusal to permit 
operation. He leaves against advice, grateful for 
the somewhat peremptory discharge of the hospital, 
which, in turn, feels inwardly affronted that its ef- 
fort to help should be powerless before his unrea- 
soning “stupidity.” 

In the seven hospitals the proportion of foreign- 
born adult patients was over 30 per cent., the maxi- 
mum being as high as 47 per cent. No hospital in 
Cleveland has made any definite provision for in- 
terpreters, either as a matter of promoting the ease 
and comfort of the patient, or of increasing hospi- 
tal efficiency. As a rule the hospital is concerned 
with “making the patient understand’—‘“We man- 
age to make them understand somehow.” Some 
other patient of the same mother tongue who has 
learned English is pressed into service, or an em- 
ployee or a visitor is called upon. The problem, 
however, is not merely “making the patient under- 
stand,” but is to render the patient “understood.” 

One important relation of the hospital to the com- 
munity is the furnishing of information about the 
condition of patients. Patients themselves want to 
know how they are getting on, and their relatives 
and friends likewise wish this information. Hos- 
pital staffs and administrators must use their dis- 
cretion in what they tell patients or relatives, just 
as private physicians do, yet the hospitals often fail 
to give elementary and necessary information or 
to give it in a way which will be helpful or even 
necessary. 

Many inquiries come by the telephone. A _ story 
has been reported of an immigrant family, very 
anxious to secure information as to the condition 
of the father who had been taken to a hospital after 
an accident. Unable to speak English, the mother 
and her children had recourse to the neighborhood 
druggist. He called up the hospital three times, 
and was unable to learn anything that would satisfy 
himself or relieve the family’s acute anxiety. The 
error Was not inhumanity on the part of the hos- 
pital for the information was later furnished read- 
ily, but was due to the fact that the telephone 
operator had not been taught to appreciate the im- 
portance of interpreting the hospital to the public. 
This incident would not be mentioned were it not 
an illustration of many. 

The importance of this duty is often not sufficient- 
ly clear to the hospital’ administration to make 
them provide adequate instruction to the person or 
persons who are responsible for answering such in- 
quiries, either in person or over the telephone, or 
to cause the selection of a sufficiently trained and 
tactful person to perform this function. 

Sometimes a mother is eager to see her child fre- 
quently. There are often perfectly good reasons 
why she should not see the child at all or during 


certain periods, but not infrequently there is fail- 
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ure to explain to an anxious family why the privi- 
lege is denied. 

Interpretation of the hospital’s work, rules and 
results to the public is part of the hospital's job. 
The public includes its own patients, their relatives 
and friends, and also the broader circle of the hos- 
pital’s supporters, and any one in the community, 
in fact, who has a reason to be interested in the 
hospital’s activities. This interpretation of the hos- 
pital’s work, rules and results, is made partly in 
the hospital’s formal reports and partly through 
its daily relations with its patients and those in- 
terested in them. Too little attention has been giv- 
en to such interpretation through the channels of 
the hospital’s routine contacts. 


The patient’s lack of understanding of the hos- 
pital is too often matched by the hospital’s lack of 
understanding of the patient. The patient can be 
greatly helped to understand the hospital by the 
right procedure at the time of admission. Hospi- 
tals which maintain dispensaries should use the dis- 
pensary as the means through which patients are 
admitted to the wards. The provision of a trained 
and tactful member of the social service depart- 
ment in connection with the admission desk of the 
dispensary will serve to start many patients, who 
will later be referred from the dispensary to the 
wards, with some understanding about hospitals in 
general and this hospital in particular. From this 
standpoint, the two critical points in the patient's 
hospital career are the day of admission and the 
time of cr just before discharge. 


The critical moment for the patient, from the 
standpoint of disease, is often the time of admission 
to the hospital, but the critical time for the patient 
from his standpoint as a person is usually at or a 
little before discharge. The information gathered in 
Cleveland agrees entirely with the studies and esti- 
mates of Dr. Frederic Brush, the leading national! 
authority on convalescent care, that the medical jo) 
is not done at the time the patient leaves the hospital. 
The hospital’s responsibility as a hospital is not 
always to do this medical job, but it must link the 
patient with the physician, the dispensary, the con- 
valescent home, or other organization which wili 
perform the needed service. 

The beginning of this connection is the explana- 
tion to the patient (or to his parents, if the pa- 
tient is a child) of the patient’s condition, in terms 
that will be understood by the lay mind; of what 
daily routine of diet, hygiene, exercise, and occu- 
pation is desirable during the period after dis- 
charge. Explanation to the patient or to those re- 
sponsible for the patient, of the patient’s condition 
on discharge and what may be called the needed 
program for after-care, is a definite responsibility 
which few hospitals in Cleveland have met, save in 
exceptional instances. It is part of the hospital’s 


responsibility to have a definite system for meeting 
this need. 


At a few hospitals there has been established a 
so-called follow-up system, usually modeled upon 
that of the American College of Surgeons. This 
aims to secure for the medical staff the results of 
operations or the condition of the patient at a cer- 
tain period after discharge, such as three months, 
six months, or a year. Such information is of med- 
ical value to the staff, and in the long run will tend 
to the advancement of medical science and the im- 
provement of service to patients. But the term 
“fish-up” instead of “follow-up” should be applied 
to a method which merely secures facts as to a pa- 
tient’s condition a certain time after he is dis- 
charged, and does not in some definite and effective 
way help to make the conditions during this period 
what they should be. A follow-up and not a fish-up 
system is the standard which should be set in a 
progressive community like Cleveland, which wish- 
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es to obtain 100 per cent. value from the medical 
work of the institutions which it supports. 

When it is found that six per cent. of 200 patients 
recently discharged from four of the leading hospi- 
tals needed continued hospital care—in other words, 
had relapsed since their discharge; when it is found 
that 12.5 per cent. in addition, were living under 
such home conditions that satisfactory convales- 
cence was unlikely, it is apparent that expensive 
hospital service is easily wasted because of the lack 
of a little further service which would have made 
all the preceding work permanently worth while. 

“Should the social service department have the re- 
sponsibility for the problem of after-care?” No! The 
medical staff of a hospital have the responsibility 
for the care of its patients, and making a medical 
program for after-care is a part of that responsibil- 
ity which cannot rightly or effectively be delegated. 
When it comes to carrying out the details of the 
work, the social service department has a definite 
place, as will be brought out more fully later in dis- 
cussing this subject. The social service department 
can assist the staff of the hospital in securing the 
facts regarding the patient’s personality, family, 
housing, home conditions, neighborhood, and financ- 
es, which, in conjunction with the medical facts 
known regarding the patient’s condition, will en- 
able the responsible member of the staff to formu- 
late a program for after-care. When it comes to 
assisting in carrying out the program, the social 
service department generally has been and usually 
should be called in, either to make explanations to 
the patient or to arrange for contact with the Visit- 
ing Nurse Association, the Department of Health 
Nurses or a charitable society which will be able 
to exercise supervision, to assist in improving home 
conditions or in securing the institutional care that 
may be required. 

As the facts in the section on convalescence bring 
out, the need for financial aid during after-care is 
approximately much less frequent than the need 
for explanation and advice, given in terms of the 
patient’s degree of education and understanding, 
and of the practical conditions of his environment. 

The dispensary attached to the hospital should be 
used as one of the means of providing after-care of 
discharged patients. Reference of the patient to 
the dispensary should be made in every instance 
where further supervision is necessary and the pa- 
tient cannot pay a private physician. This follow- 
up system should insure the actual return of the 
patient to the dispensary in a large majority of 
instances. 

In summary, the patient’s lack of understanding 
of the hospital, needs to be overcome by develop- 
ment of the admission procedure, which should be 
concerned with more than the elementary proce- 
dure of registration, assignment to a definite ward 
or room, and fixation or remission of fees, and 
which should include educational and interpretative 
elements. The special problem of the non-English 
speaking foreigner should be met at the time both 
by hospital personnel and through the coéperation 
of associations interested in immigrants, as above 
suggested. . 

The utilization of the dispensary as the place of 
admission for ward patients will, if the dispensary 
admission system is rightly organized and its per- 
sonnel rightly selected, enable the average ward pa- 
tient to go into a hospital bed with some previous 
understanding of the situation. 

The hospital has a definite responsibility for in- 
terpreting the patient’s condition to him or 
those responsible for him, in terms which can be 
understood by laymen, and which will be a prac- 
tical help; also of explaining and of helping (at 
least in the beginning) in the needed program for 
medical after-care. This is part of the medical 
responsibility of the hospital, and while a social 
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service department is of great assistance both in 
securing facts regarding the patient's personality 
and environment, and in helping to carry out the 
medical after-care or referring the patient to an 
agency which will do so, a hospital which has no 
social service department should still be responsible 
and be able actually to provide for at least the ex- 
planation to the patient or his relatives, and the 
definite reference of the patient to the needed 
sources of after-care. 


The medical staff of the hospital, through its ex- 
ecutive committee, should be expected to define tne 
duty of the hospital in this respect, so the adminis- 
trators of the hospital can have medical author- 
ity behind them for seeing that this responsibility 
is carried out by visiting and resident staff, nurs- 
ing, and administrative assistants, and by the social 
service department if there is one. 


Answering inquiries regarding patients is a defi- 
nite part of the hospital’s duty to the community, 
and should be fulfilled according to a definite co- 
éperative policy by carefully instructed members of 
the hospital’s administrative personnel. Codpera- 
tion with charitable agencies in behalf of their pa- 
tients is a particularly significant responsibility of 
the hospital, affecting no inconsiderable proportion 
of the ward patients. 

In the long run, the degrees of support of the hos- 
pitals of Cleveland will depend upon the degree to 
which their work is appreciated by the community. 
The elaborate facilities, equipment, staff, and or- 
ganization needed for the thorough study and treat- 
ment of hospital cases require an increasingly high 
degree of appreciation on the part of the commun- 
ity of just what hospital work is, what it requires, 
and what it costs. The foundation of appreciation 
is understanding. Anyone grasps the beneficent ser- 
vice of a hospital to the emergency accident pa- 
tient, but understanding of the less obvious and 
more typical cases, which constitute the large ma- 
jority of patients, is not so easy. The patient’s lack 
of understanding of the hospital is pardonable at 
the time of entrance. The patient’s lack of under- 
standing of the hospital at the time of discharge 
is a misfortune to the patient and to the hospital 
as well. Only on the basis of mutual understanding 
can adequate support for the best hospital work be 
built up and maintained in Cleveland. 


IV--THE CONVALESCENT AND THE HOSPITAL 


Few if any cities have as yet met adequately the 
need for convalescent care. The most notable work 
in the country is that of the Winifred Masterson 
Burke Foundation at White Plains, New York, un- 
der the direction of Dr. Frederic Brush, whose sig- 
nificant contributions as collaborator in the Cleve- 
land Hospital and Health Survey will be found in 
the next chapter. The bulk and general bearing of 
the convalescent problem in Cleveland is discussed 
in that place. 

Mis. Burn’s contribution is a series of vivid pic- 
tures of what may happen to patients after they 
leave the hospital doors, and drives home the point 
that a sick man’s sojourn in the hospital is only one 
stage in the journey between illness and health. 
Too easily does the hospital forget this truth. 
Too often do hospitals in Cleveland as elsewhere 
feel, or at least act, as though they felt that their 
responsibility ended when “discharged” is written 
on the record and the patient is no longer within 
the building. 

The care of convalescents is a much larger prob- 
lem than that of a hospital or institution for con- 
valescents. The bulk of convalescence takes place 
in the home, and particularly in medical cases, the 
whole course of the illness, from onset through 
acute stage, convalescent stage, and final restora- 
tion to health and vigor, may take place within 


the home. From this broader standpoint of the. 
community, the convalescent problem is approached 
in the following chapters. 


V—A STUDY OF HOSPITAL CONVALESCENTS IN THEIR 
HOMES 


In attempting this study two things were very 
quickly apparent: (1) that convalescence is as much 
a state of mind as of body, and that environment 
which does not provide for the needs of both is in- 
adequate; (2) that the background of convalescence 
is laid, the texture of it stretched and woven, while 
the patient is still lying abed in hospital. His mind 
is a sensitive shuttle threading with tireless insis- 
tence every impression of the hospital ward, wheth- 
er grave, radiant, trivial, or profound, and coloring 
each with his mood of the moment. On the “date 
of discharge” (when shall we find a more gracious 
phrase?) the patient takes this mental “sampler” 
and during the time that he must “remain inactive” 
as the house physician says, he wonders over it all. 
If left to himself he makes a few alterations in this 
plan of return to health which the hospital has 
spread out for his interpretative copying. Every 
impression is traced and retraced, and his concep- 
tion of health and of his part in holding it is framed 
in his idea of hospital service and remains pictured 
as a never-to-be-forgotten experience. 

In seeing over two hundred such “pictures” one 
could often exult that the hospital had been in- 
terpreted favorably and with gratitude. When the 
interpretation had been distorted through mutual 
distrust and misunderstanding, regret was always 
followed by the conviction that a broader concep- 
tion of the hospital’s responsibility was possible, 
indeed necessary, and that it would more and more 
make the way straight for patient and hospital 
alike. Two points of view will illustrate: (1) A 
Polish woman, after three weeks in a hospital ward, 
thus voiced her opinion on the Hospital Bond Is- 
sue, “She is like a great and wonderful mother who 
cares for many sick children, this City Hospital. If 
more money she needs let us say yes and give.” (2) 
A man sensitive at being temporarily without mon- 
ey bitterly resented the hospital’s attitude that he 
should pay his bill there because he had hitherto 
paid his private doctor. “Why should they think I 
should go to that place if I could any longer pay 
a doctor? Would anyone go who did not have to? 
I burn with shame when I think what questions 
they ask.” 

Thus convalescence is the state of mind and body 
on which the hospital may set its stamp as a friend 
and helper or as an autocrat without sympathy. The 
real service to the patient is but half done on the 
date of discharge. The test then comes, to decide 
whether the final stage of convalescence shall be to 
each of its patients a stimulating, worth-while ex- 
perience or a lonely and difficult task to be faced 
against great odds. 

The cases studied were two hundred discharged 
patients from four of the principal hospitals of 
Cleveland: Charity, Lakeside, City, and Mount Si- 
nai. They were nearly all classified as free or part- 
pay patients. A few Lad apparently paid the full 
charge for treatment. They included a variety of 
foreign nationalities, of which Cleveland offers 
many: Armenian, Australian, Bohemian, Chinese, 
Greek, Italian, Lithuanian, Polish, Slovenian, Swed- 
ish, etc., a number of native American whites and a 
fair proportion of Negroes. The environment of 
patients seen ranged from that of wretched housing 
and extreme poverty to the completely comfortable 
house of the well-to-do. 

The types of illness from which these patients 
were convalescing were contagious and general dis- 
eases, surgical aperations, and accidents. There 
were also a few maternity cases. Their length of 
stay in hospital varied from five days to two months. 
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Half of the cases were seen within three to four 
days after discharge. The others were seen within 
ten days after discharge, with the exception of six 
surgical cases who had been told not to resume 
work for four weeks. 

In the homes the reaction of the hospital upon 
the patient was noted: (1) whether the diagnosis 
and medical service had been understood, and was 
peing followed with satisfactory results; (2) wheth- 
er assistance of any sort would more certainly as- 
sure the result for which the hospital had worked. 
In a word, was the best sort of convalescence pos- 
sible for that particular patient in that particular 
home? 

The convalescents seen were classified as follows: 


Cases with Total Per 

Home Environment Cases Cent. 

1. Favorable and adequate 25 12.5 
2. Favorable with minor adjustments, 

economic or personal 71 35.5 
3. Unfavorable but remediable by eco- 

nomic or other assistance —......... 48 24.0 
4. Unfavorable and not  remediable, 


needing institutional care in conva- 

lescent homes 44 22.0 
5. Acutely needing further hospital 

care—relapse after return from hos- 

pital 212 6.0 


200 100.0 
Thus with only 12.5 per cent. in surroundings fav- 
orable and adequate for convalescence, the remain- 
ing 87.5 per cent. of these cases returned to homes 
which were unfit in varying degrees for their con- 
valescence. With proper advice or assistance, con- 
ditions could have been remedied in about two- 
thirds of these (59.5 per cent. of the total number), 
while with the other third (28 per cent. of the total 
number) conditions were irremediable and the pa- 
tients required institutional care in convalescent 
homes or still longer care in hospitals. 


CHARITY HOSPITAL 


Considering the convalescent cases of each indi- 
vidual hospital as a group, those of Charity Hospi- 


tal presented the following distinctive characteris- 
tics: 


Cases with Total Per 

Home Environment Cases Cent. 
Favorable and adequate 15 30.0 
Favorable with adjustments .............. 21 42.0 
Unfavorable but remediable 6 12.0 
Unfavorable and not remediable ....... 6 12.0 
Acutely needing further hospital care 2 4.0 
50 100.0 


As permission was given to choose the patients 
from the complete files of those discharged there 
were by chance more pay or part-pay patients, and 
among these were people of intelligence and person- 
al capability who had been able to adjust their 
homes to provide adequately for convalescence. This 
had sometimes been accomplished by pre-arrange- 
ment, before going to the hospital, with some com- 
petent friend of the family who the special 
mental or moral force needed for the situation. (It 
was noticeable that this force was as often absent 
in the more prosperous homes as in those of other- 
wise discouraging surroundings.) Practically no 
form of social service had been offered to this pros- 
perous type of patient, but the patient’s evident ap- 
+ rca of the idea as a possibility was impres- 
sive. 

The prevalent feeling among the 82 per cent. of 
operative cases among women was that they had 
had the benefit of wonderful surgery, but were no 
wiser than before the operation as to what had 
been the matter with them or what was to be done 
to prevent further difficulty. The “head doctors” or 


attending surgeons were described with awe, yet re 
gret, as “too important to be bothered”; “he’s so 
busy he can’t listen”; “it seems he’s not the kind of 
a man to give you much talk.” 

A gynecological case returned to her home with- 
out instruction from the hospital, and within two 
weeks had house-cleaned her tenement, painted fur- 
niture, papered two rooms, and was doing the cook- 
ing under a sloping ceiling too low to allow her to 
stand upright at the stove. The doctor having said 
she was “all right,” she did not understand how she 
felt worse than before the operation. Concluding it 
was all a failure, she had begun treating herself 
with Lydia Pinkham’s remedy because the newspa- 
pers said it would help anyone who felt as she did 
and she didn’t want to waste any more money on 
the hospital. 

Another operative case returned weak and won- 
dering why the old pain was just as bad, while all 
she “could get out of the nurses and doctors was 
that they had gotten what caused the trouble.” Still 
another, in a wretched but pathetically neat tene- 
ment, lay abed, mystified at feeling worse than ever 
before, while the family questioned her, “What hap- 
pened? Have we paid $86 for this?” The cost in 
money loomed larger than any visible return in 
health. 

Of the women who were uninformed as to their 
condition only one had not asked to know. At sev- 
enty years she was tranquil and not inquisitive. 

The men also had doubts. A neurasthenic, ag- 
grieved at the little attention bestowed upon him at 
the hospital, had gone home to a combination of 
quack electrical treatments and doses of No. 99 at 
Doctor Simpson’s Medical Institute. His protest 
was, “Why didn’t the doctor say what would do me 
some good?” 

Another came home to wretched lodgings from a 
long siege of lead-poisoning, pneumonia, and an op- 
eration for empyema. While he was explaining that 
the incision had been allowed to close too soon be- 
cause the hospital was short of beds, the doctor who 
had sent him to Charity Hospital came to take him 
to St. Alexis, there being a vacant bed where the 
surgeon who had operated first would open up the 
incision. 

A man, whose money was low after seven weeks 
in the hospital, was travelling a distance of seven 
miles for dressings because he knew a doctor who 
would not charge much. 

A sturdy Irishman with facial paralysis after a 
mastoid operation was embittering his days with 
thoughts of sueing the hospital, while his wife 
wailed, “Sure, they have destroyed him entirely. 
*Twould draw tears from a stone.” 

The White Motor employes, who after leaving the 
hospital were cared for at the dispensary of their 
works, seemed well informed except in the case of 
one man. A dressing of his foot had not been 
changed for four days. Having been told that he 
was “all right now,” he had taken this literally, un- 
til the pain and swelling led him to doubt. He had 
recently been burned out of his home, and as the 
only support of a wife, mother, and five children 
under twelve years, had gone on a ten-hour night 
shift to get the extra pay of $11.85 a day. He was 
slowly coming to the conclusion that his foot, by 
its delayed recovery, was costing more than the hos 
pital bill. 

Since hospital service dominates convalescence to 
such a degree that it has no present but only a past, 
these cases have indicated: (1) That more nursing 
care, if only for its educational value, and better 
night service, particularly for men, should be of- 
fered. (2) That more time should be given to in- 
structing all types of patients as to their part in 
carrying on convalescence, returning to dispensaries 
or physicians, etc. (3) That after-care in the homes 
is often indispensable. (4) That there should be 
more real interpretation through Social Service of 
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the problems of foreign-born patients, so that “Tony” 
would not have felt it possible to get out of bed and 
walk off without saying, “By your leave.” (5) That 
the cash value of health should be explained to those 
patients who reluctantly offer their fees. With the 
help of Social Service every patient should be made 
proud to contribute his charity to the common good. 


CITY HOSPITAL 


City Hospital presents the following showing: 


Cases with Total Per 

Home Environment Cases Cent. 
Favorable and adequate 00... 5 7.0 
Favorable with minor adjustments ... 19 26.8 
Unfavorable but remediable ........... 21 29.6 
Unfavorable and not remediable ..... 20 28.2 
Acutely needing further hospital care 6 8.4 
71 100.0 


The large portion of those having unfavorable and 
irremediable surroundings corroborated the super- 
intendent’s statement that almost half of their pa- 
tients have no homes and must be kept in hospital 
until ready for work, the only alternative being the 
Warrensville Infirmary. 

Even a superficial contact with the various types 
of lodgings, rooming-houses, and rooming hotels, 
with their forlorn attempts at light housekeeping, 
brings swift conviction that they can never offer a 
fair chance to convalescents. The atmosphere of 
isolation, the indifference as to what happens to the 
lodger after he pays for his room, the long flights 
of stairs to be reckoned with whenever a meal is 
needed—these, aside from the unwholesome living 
conditions, proclaim the lodging system as “fatigu- 
ingly futile’ for convalescent use. The patients 
themselves evidently realize this fact and many did 
not return to their given address. Others had never 
lived at the given address, but had been known to 
the owner of the lodging house or to some of the 
lodgers. A few gave an impossible street number 
selected with evident care. The Salvation Army, 
the City Mission, a corner store, or a former saloon 
will sometimes be given as an address where noth- 
ing definite could be remembered of the patient. One 
man was found on the corner near the restaurant 
which he had given as his address and explained 
there was “generally someone round that corner who 
knew where he hung out.” Such were the frail 
links to home and the greater reasons for conva- 
lescent care in institutions or at least for continued 
hospital supervision. 

Another tremendous claim for convalescent super- 
vision of the most far-reaching and efficient sort was 
made by the fact that many other patients came 
from homes which were totally unfit for convales- 
cence or continued health, unfit for the minimum 
requirements of normal living—on the edge of the 
dump, in gullies thick set with smoke, in léaky 
shacks—the cracks stuffed with newspaper and the 
room reeking with kerosene fumes, in dark tene- 
ments, four or five of which would open on a court 
filled with the accumulated refuse and garbage of 
the winter, where the convalescent child was left 
to “play.” 

The hopeful note in many instances was the per- 
sistence of the family in keeping its tenement clean 
within in spite of the disheartening mess without. 

In several such homes on Orange Avenue there 
was as keen an interest and sense of personal con- 
cern in the Survey of the Hospital Council as at a 
Chamber of Commerce meeting, thus bearing out the 
idea of Doctor Frederic Brush on convalescence that 
“health service should be offered where people live 
and work and play.” 

It is hard to prove which will finally claim the 
most patients, the influence of the hospital or that of 
the home on the edge of the dump beset by every 


health hazard and bereft of every help to sanitation, 
but it is only when Social Service shall present 
overwhelming evidence of the limitation of hospital 
skill before such handicaps that these entirely erad- 
icable conditions will be swept away. 

The surgeon, who has conscientiously given his in- 
telligence and skill to renew life, should realize that 
the condition of the home, to which he is sending his 
patient, will play a vital part in the final success of 
nis work. To have a mind to insist that dwellings 
and their surroundings should be fit for the mini- 
mum requirements of ordinary living would be to 
open up many possibilities in home convalescent 
care which, as yet are untried, and the importance 
of gain in the general health of the community and 
in health education, should not be overlooked. 

Still other types bespeak the follow-up work of 
the hospital. The drug addict, returning to lodg- 
ings with little moral support; the child with chorea 
celebrating her home-coming with a “regular meal” 
of coffee, sausage and pie; the heart case who has 
spent most of his small life in hospitals and pleaded, 
“Oh, Muz, my business is always hospitals! Can't 
I stay home and get well?” the fourteen-year-old run- 
away with mumps whose pride had thus resented his 
being put in the “kids’ ward” where his feet stuck 
out through the bed-bars; the child of five whose 
mother had never been able to find out from the 
hospital what its illness had been—these and many 
others proclaimed their necessity for further care 
without which a large part of the hospital’s work 
goes for naught. 

These cases present the following well-defined 
needs: (1) Increased institutional convalescent 
care; (2) Instruction of patient at discharge; (3) 
Social Service, to adapt the homes of patients for 
convalescence therein. 


LAKESIDE HOSPITAL 
Lakeside Hospital showed: 


Cases with Total Per 

Home Environment Cases Cent. 
Favorable and adequate 4 7.0 
Favorable with minor adjustments .... 21 36.8 
Unfavorable but remediable .........) 14 24.6 
Unfavorable and not remediable ...... 16 28.1 
Acutely needing further hospital care 2 3.5 
57 100.0 


The cases were offered with ample records and in 
the spirit of the fullest coéperation. Probably be- 
cause of this it was more noticeable that the instruc- 
tions to patients by the doctor were most often 
“none in particular” or “return to dispensary.” 

The “none in particular” probably indicated that 
to the doctor the case did not stand out in his mind 
as needing any instructions other than those of rou- 
tine convalescent care after a pneumonia, a laparo- 
tomy, or whatever else the disease or operation 
might be. The patient, however, assuming this role 
for the first time, finds everything strange about 
being “a pneumonia” and things stranger still as 
“a laparotomy.” He is full of interest in himself. 
He wants to make a success of getting weil and 
there are many questions to which he wants to 
know the answers. He is hoping there will be time 
for one of the doctors to have a talk with him about 
it all before he leaves the hospital. But often the 
last day comes unexpectedly, his bed being needed 
for a more urgent case, and he finds himself at home 
several miles from the hospitals, wondering why he 
managed to find out so little of what the hospital 
knew so well. When special instruction had been given 
the patient on discharge, the effect was almost magi- 
cal. To have been instructed to carry on what the 
nurses have begun, to have responsibility for one’s 
own treatment, gave a new zest and importance to 
convalescence. Particularly was this noticeable in 
patients who were returned to the dispensary for 
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the treatment of syphilis. Alert and intelligent, 
they were too much in earnest to be self-conscious 
and presented convincing evidence of wise and in- 
spired teaching. With the exception of these cases 
there was little evidence of hospital Social Service 
other than visiting nursing among the patients seen 
from Lakeside. 

The ambulance experiences of many held a large 
share in their convalescent thoughts. The negro 
who, after an automobile accident, regained con- 
sciousness in “Hogan’s dead wagon,” “don’t never 
expect to get over that wake up.” He thought he 
was being taken to the undertaker’s establishment 
as dead. Often neighbors have “chipped in” to col- 
lect the money for an invalid carriage so that the 
police emergency need not be called, and with a 
naive idea of gradual descent to the mundane, some 
announced that in leaving the hospital, they took a 
taxi to the nearest car-line and transferred to the 
trolley for the rest of the way home. 

Another impression noted among the women was 
remembering the fatigue of that first complete 
dressing to leave the hospital. Apparently this was 
often done without assistance as the nurses had 
other duties, and the friends of the patient were 
not allowed to come to the ward. (This was also 
noted in patients from other hospitals. An old ne- 
gro woman with an aortic aneurism was being sent 
home from the City Hospital on the ambulance 
stretcher. She described the fatigue of preparation, 
and added, “The head lady nurse told them, ‘Don’t 
bother if it is a hospital gown—let her go while 
the spirit is in her.’ I sure was grateful. She cer- 
tainly had wisdom, that lady nurse.”’) 

Two other shadows of convalescence were: (1) 
the long uncertainty and final disappointment over 
the amount of the hospital bill, and (2) the fact 
that the patients sometimes came away resentful 
because they had been the “interesting case” used 
to teach others. They felt that they were being de- 
tained in hospital for this purpose. 

These may seem minor details in the immense 
and complex scheme of administration which the 
hospital must embrace, but with the sensitive imag- 
ination of one half-sick—*“behold, a little cloud aris- 
eth” and the whole of his convalescent sky is 
darkened. 

The amount of the bill could be approximately de- 
cided before the day of discharge and preferably 
nearer the day of admission so that his “indetermi- 
nate sentence” might be cleared up. If the patient 
has not been able to pay, it is perhaps not the hap- 
piest sort of envoi to have “the last one you see at 
the front door saying, ‘1 hope you will be able to 
work soon and pay your bDill.’” Social service at 
the front door might perhaps have given the deft 
touch to incentive which would have, brought the 
patient to say as much for himself, with gratitude 
and courage. 

Again, in the matter of the resentful “interesting 
case,” the house physician, who is a vital influence 
for energizing convalescence, could in a few words, 
with perhaps a touch of cameraderie, present the 
idea of an impersonal yet chivalrous appeal for 
humanity, and the patient might become at once 
the “interested case,” ready and a little grateful to 
contribute to the advancement of clinical medicine 
and scientific research. 

The foreign-born patients who had had bedside 
lessons in English in the hospital, and who had 
heard their own language understood and translated 
by a sympathetic interpreter, beamed with apprecia- 
tion at the remembrance. This happy codperation 
with the Board of Education can be developed so 
that the often empty hours of convalescence will be 
brimming with interest. 

Almost without exception the Lakeside cases 
showed that the completion of the hospital’s work 
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can only be accomplished outside of the hospital and 
through the extension service of social work. 

Whether this is rendered in the guise of insti- 
tutional convalescent care or of home service, there 
is every indication that the expense would be less 
than a protracted stay in the hospital. The patients 
are quick to testify that after the first urgent need 
of acute illness the hospital atmosphere is not help- 
ful. Its ceaseless movement is too intense and vivid 
for rest. 

To the patient with a problem waiting at home, 
institutional convalescence, however luxurious, has 
little charm—‘“For what good should I go away. 
The worry for the kids would go with me,” said a 
mother amid a clutter of babies, washtubs and gen- 
eral disorder. “This is the best for me here.” Her 
peace of mind arose triumphant over the scene of 
distraction, for her problem was within her grasp. 

The unanimous opinion among such convalescents 
was that any help in household administration 
would be welcomed. 


MT. SINAI HOSPITAL 


The cases referred from Mt. Sinai came to the in- 
vestigator slowly and were possibly a more or less 
expurgated edition, as there seemed some apprehen- 
sion lest the hospital’s social work should be dupli- 
cated. Maternity cases were excluded. For this 
reason the number of cases for consideration was 
smaller than from the other hospitals, only thirty- 
five being offered. Of these thirteen were not seen, 
leaving the following percentage compiled on a bas- 
is of the twenty-two cases seen: 


Cases with Total Per 

Home Environment Cases Cent. 
Favorable and adequate 1 4.5 
Favorable with minor adjustments ...... 10 45.5 
Unfavorable but remediable 7 31.8 
Unfavorable and not remediable 000... 2 9.1 
Acutely needing further hospital care 2 9.1 
22 100.0 


One characteristic of this group as a whole was 
that the patients seemed to have achieved a definite 
idea of the hospital’s plan for them and their re- 
peated trips to the dispensary were playing an im- 
portant part in their convalescence. The majority 
were looking upon the situation as a business prop- 
osition without imagination. The evident system 
and efficient working of the ward routine had im- 
pressed them and they were ready to do what was 
required. They seemed less susceptible to untoward 
surroundings at home because of the definite goal 
toward which they were working. Possibly this 
unanimity may have been more evident because of 
the smaller number, but it was too marked to es- 
cape notice. 


THE COLLECTED GROUPS 


Among the patients of all four groups were some 
who had been treated at two or more different hos- 
pitals for the same or different causes—the patient 
not having mentioned this in giving her medical 
history at the hospital because she did not know, or 
“was not sure how to tell it,” and thought “the next 
doctor would find out.” In large families the hospi- 
tal affiliation was widespread, several hospitals hav- 
ing been used by three or four members, and expe- 
rience meetings, when all talked at once, brought 
out a variety of hospital lights and shades. This 
suggested the possibility of extending the scope of 
the Social Service Clearing House to include on its 
registry cards a note of any dispensary or hospital 
care which the patient had received—the technical 
details to be furnished by each medical agency as 
the occasion arose, as the patient is often unable to 
give an accurate account of past illness or surgical 
operations. 

The very prevalent protest of the women patients 
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against being kept in ignorance of the nature of 
their surgical operations deserves a word. The pa- 
tient wants to know how she stands physically, even 
if she faces a serious handicap, and she can the 
better adjust herself to meet it if informed. The 
hospital service which shirks, evades, or refuses 
this after-treatment so necessary to the peace of 
mind and progress of convalescence has put the 
hardest part of the operation and its results on the 
patient, and has missed its best chance of rehabili- 
tation. 

Why bother at all if the game is not worth the 
candle—if the work is not to be carried through to 
completion and the seal set upon restored health 
and higher spirit? If the patient is well enough to 
worry about her condition, she is well enough to 
know what she has to worry about. She will then 
be more willing to put aside imaginings and prepare 
to recuperate in earnest. 

Those who have had the fertile experience of a 
perfect convalescence have realized that there is 
much to be learned from contact with pain and 
weakness and returning strength. The convalescent 
patient should be helped to find these values, to lay 
aside a few worries and to take on a few new aspir- 
ations for the future. Inspiriting companionship 
may often be found in one’s nearest neighbor with 
a wholesome philosophy to share. 

In becoming acquainted with the convalescent in 
his own home we must let him state the difficulty of 
convalescence as he sees it, along with his own idea 
of rehabilitation before blocking the way with too 
many suggestions. 

Often the patient must either resign himself to 
a reduced “health bank account,” or remonstrate at 
untoward conditions; again, the uncertainty as to 
what his depleted strength is equal to, makes any 
definite undertaking precarious.. This is no time 
for platitudes in words or actions. No “return to 
dispensary” slip will fill the need. Advice to “rest 
and take it easy” will not answer. Reinstatement 
into the type of life to which the patient is equal 
must be wisely planned, and the very present helps 
of community life pressed into service, so that the 
thrill of ambition, the impetus to new life which 
rightfully belong to convalescence may not be en- 
tirely lost. 


SUMMARY 


Visits to two hundred patients discharged from 
the wards of Cleveland hospitals showed eighty-sev- 
en and one-half per cent. in home environment un- 
favorable for convalescence. 

In two-thirds of these homes, conditions . were 
remediable, if adequate and adaptable Social Ser- 
vice could be supplied. This service is almost en- 
tirely lacking at present. 

In one-third, conditions were not remediable, and 
care in a convalescent home was needed. With 
present resources it is impossible to meet this need. 
The hospital faces a choice of evils—it must either 
retain the patient, using a bed needed for a case of 
acute illness, or return the patient to a home unfit- 
ted to complete his cure. 

Possible means by which the hospital may assist 
convalescence in the home: 

1. Treatment and_ instruction in hospital 
towards securing the patient’s confidence and ce- 
Operation—the instruction to include understand- 
ing the present illness and means of preventing 
recurrence. 

2. Making with the patient a definite plan for 
his after-care and reinstatement into active life. 
- enlisting his best effort to carry out such a 
plan. 

3. The function of the Social Service Clearing 
House might be broadened so as to include a rec- 
ord of dispensary and hospital treatment received 
by the patient, with names of institutions and 
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dates. This record could be used by medical 

agencies concerned as occasion requires. 

4. The function and value of the Convalescent 
Home, when suitable and available, should be ex- 
plained to the patient as an opportunity. 

5. Social Service (if a Convalescent Home is not 
available or desirable) should create the same es- 
sential values of convalescence in the patient's 
own home. 

6. Teaching the patient while most receptive to 
suggestions—because of recent contact with the 
hospital technic of sanitation—how he may fur- 
ther the hospital's work to insure permanent good 
health. This would include the use of dispen- 
sary and other hospital resources, as well as of 
the family physician. 

A patient thus successfully involved becomes a 
valuable field agent who will set forth the work of 
the hospital in terms of appreciation which his 
neighborhood will not fail to understand. A period 
of stay in a hospital for acute diseases represents 
a part, often the most expensive part, of the invest 
ment, but the subsequent period of convalescence, 
either at home or in an institution, requires a cer- 
tain investment of time, skill, and money, also. Un- 
less this subsidary, but important, investment in 
convalescence is made, the value of the whole in- 
vestment may be nil. It is difficult to put such an 
argument in financial terms of actual cases, but it 
should not be difficult to appreciate the tragedy and 
the waste of insufficient convalescence, and to strike 
the imagination of citizens of Cleveland who have 
the means to support a program and develop an 
institution which shall be worthy of their city. 


VI-—-CHRONIC ILLNESS AND ITS CARE 


Through the courtesy of the Visiting Nurse Asso 
ciation and the Division of Health, a list was se- 
cured by the Survey of all patients who were treat- 
ed in their homes during the month of November, 
1919, by the nurses of these organizations, who were 
regarded as chronic, incurable or convalescent cases. 
A list of 2,078 persons was furnished. In the absence 
of an opportunity to make intimate medical study 
of each case, it was not possible to draw a sharp 
line between the chronic and the convalescent, but 
only about ten per cent. were believed to be of the 
convalescent class. The remaining cases, some 1,800 
in number, were chiefly people suffering from chron- 
ic disorders, living at home, but needing more or 
less regular nursing or medical attention. 

The problem of chronic illness must be clearly 
distinguished from that of convalescence. The con- 
valescent patient is in the process of restoration to 
health. If institutional care is needed, the period 
of stay in a convalescent home is as a rule compara- 
tively short. Two to four weeks after the usual 
acute illness or surgical operation is generally suf- 
ficient. The medical attention required is of quite 
a different nature from that needed in a case of 
chronic illness, where a definite disease process ex- 
ists or there is a definite disturbance of bodily func- 
tion which ought to receive close medical supervi- 
sion and systematic treatment. Another important 
practical difference arises from the fact that the 
chronic case is usually a man or woman in middle or 
late life. To provide convalescent care for children 
is an important problem, whereas chronic illness 
among young persons is comparatively rare. Fur- 
thermore, cases of chronic disease which cannot be 
cared for at home are largely among the poor or 
those of very limited means, and with very unsatis- 
factory home conditions. 

Considering all these points, it may be said that 
a very large proportion of the cases of chronic ill- 
ness which require institutional care should be the 


responsibility of the city, rather than of a private 
agency. 


Eloquent testimony to the lack of present provi- 
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sions in Cleveland for the chronic case is derived 
from many of the leading hospitals of the city, in 
which the Survey found large numbers of patients 
who had been in the hospitals a long period of time. 
On the two days, December 3, 1919, and January 15, 
1920, on which a census was taken in the institu- 
tions of the Cleveland Hospital Council, a tabula- 
tion was made of the length of time the patients 
had been in the hospitals. For this tabulation, War- 
rensville Tuberculosis Sanatorium, Rainbow Hos 
pital, St. Ann’s Maternity Hospital, and Clevelane 
Maternity Hospital were omitted. The first two ot 
these make special provision for long term cases 
and cannot be compared with a general hospital, 
while the latter two accept maternity cases only, 
and for this reason should be omitted. 

On December 3rd, there were 2,016 hospital pa- 
tients in the group considered, and of these 243, or 
12.5 per cent., had been in the hospital for over two 
months. On January 15th the number of cases in 
these hospitals was 2,029, and the number who had 
been in the hospital over two months was 286, giv- 
ing a proportion of 14.1 per cent. 


It is not necessarily true that a patient who is in 
a hospital over sixty days is a chronic case, because 
some patients with obscure diseases or who are 
slowly recovering from illness or operation, may prop- 
erly remain in a hospital for several months, but the 
great bulk of these long-term patients are cases of 
chronic illness. Some of these patients are private 
cases and are paying their way, but the great ma- 
jority do not pay even the cost of their care. Aside 
from the matter of payment, it is a serious waste of 
service in a hospital designed for acute diseases to 
have to care for chronic patients. It must also be 
remembered that the cost of giving adequate care 
for chronic patients in a suitable institution is only 
from one-half to two-thirds of the average cost of 
maintenance in a hospital for acute diseases. 


From the figures secured in the hospitals and pre- 
sented in the table, it is probable that 250 chronic 
cases .are usually in Cleveland hospitals, in beds 
which are designed for acute cases, and for which 
there is great demand. 

When it is recognized that the cost of maintaining 
a chronic case in the bed of an acute hospital for 
a year is almost equivalent at present to the salary 
of a social worker during the year, and that a social 
worker would be able to work out the problems of 
a large number of such chronic patients so they 
could be cared for at home, it is seen that the pres- 
ent hospital policy is “penny wise and pound fool- 
ish.” From the standpoint of individual hospitals, 
this statement may be controverted, since the hos- 
pital would have to maintain the bed anyway, and 
add the salary of the social worker in addition. But 
from the standpoint of the community, and of the 
Welfare Federation as representing the community, 
it would be an actual saving to introduce a social 
worker and let the bed occupied by one or two 
chronic cases in the course of a year be occupied by 
twenty or more acute cases. 

An enormous amount of physical distress and suf- 
fering and of habitual living at fifty per cent. effi- 
ciency, exists because of the failure to study out 
conditions of a chronic nature, to arrive at a defi- 
nite medica: analysis of the character of the dis- 
order, and to outline a plan of treatment, hygiene 
and living conditions which will restore the patieat 
to health, or will maintain him at the highest physi- 
cal. grade possible for him. This class of ambulatory 
chronic patients represents a very large number, of 
which no census anywhere has yet been made. 


VII—A COMMUNITY PROGRAM FOR CONVALESCENT CARE 


An institution is not the ideal place for convales- 
cence from disease. The home, when conditions are 
satisfactory, is the ideal place. The possibilities of 


home convalescence are only beginning to be dealt 
with. In a preceding chapter, home convalescence 
was touched upon in relation to the hospitals, with 
reference to planning the after-care for the patient, 
instructing him or his family properly at the time 
of discharge, using the dispensary to provide medi- 
cal after-care, and social service. The last-named 
function served either by the social service depart- 
ment of the hospital, or by coéperating agencies 
such as the Visiting Nurse Association or the Asso — 
ciated Charities, is a necessity. It should further be 
borne in mind that the aid of social service is not 
called for merely in homes of poverty. Much work 
needs to be done in middle class homes by the Visit- 
ing Nurse Association or by a representative of the 
social service department to give the necessary in- 
struction and friendly advice about the details of 
home management, diet, hygiene, etc., without which 
the family will usually not carry out the necessary 
routine outlined by the physician. Coéperation with 
the employer or the industrial physician is not in- 
frequently of great importance. The vast number 
of medical cases which are cared for in their homes 
by private physicians, and which convalesce at 
home, need such advice no less than do hospital 
cases. 

In a word, the broad problem of convalescence 
involves private medical practice, the hospital, the 
dispensary, the Visiting Nurse Association, and s0- 
cial service in many branches. Many individuals 
and many agencies must share in creating better 
opportunities for both home and institutional con- 
valescence than now exist in Cleveland. An es 
sential element to any real advance is an adequate 
ly maintained convalescent institution. Such an in- 
stitution does much more than provide care for the 
particular patients who can be admitted to it. It 
would serve to stimulate medical study of convales- 
cence, now a field much neglected, and would pro- 
mote, throughout the community, interest in the 
problem of convalescence, which will add to the effi- 
ciency of all kinds of medical care in dis- 
pensaries and in the home. 

For an authoritative picture of the need for con- 
valescent care in a community such as Clevelan 
and a program for a central representative institu- 
tion for convalescents, the Survey turned to Dr. 
Frederic Brush, Medical Director of the Burke 
Foundation at White Plains, New York, the leading 
institution in the United States for the efficient 
treatment and scientific study of convalescence. The 


ao memorandum was prepared by Doctor 
rush: 


CONVALESCENT CARE 


For an American City of One Million Population, by 
Frederic Brush, M. D. 


THE NEED 


There is a convalescent period in illness, with 
fairly distinct medical and social borders, and now 
recognized as a particularly favorable time for 
skilled aid in rehabilitation. The patient’s home is 
the desired, the cheapest, and best place for most 
convalescence, but institutional convalescence is 
needed for a certain percentage, in large cities. 

Such an institution in its modern conception func- 
tions widely, beyond mere recuperative rest,—in 
prevention, education, refinement, and Americaniza- 
tion, occupational adjustment, vocational direction, 
encouragement, and all-round set-up for better liv- 
ing. It complements home care, and notably com- 
pletes and fortifies social service. It shortens the 
hospital stay, with large increases of product, and 
with inspiration to the staff. It saves money direct- 
ly (convalescent cost being but little over one-half 
hospital cost per day,) and makes large long term 
returns to the community in bettered personnel. 
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NUMBERS NEEDING COUNTRY CONVALESCENCE 


Various estimates have been attempted based upon 
the number of hospital patients in the community, 
plus a small percentage from dispensaries, pri 
vate physicians, employers, etc. These may be sum- 
marized into an ideal requirement of convalescent 
beds for ten per cent. of all hospital patients—vary- 
ing greatly, of course, depending upon each city’s 
conditions. To this should be added about one-fifth 
for dispensaries and other sources (as at present 
organized; but this ratio should be increased). 
Thus a city discharging 100,000 hospital patients 
yearly should provide institutional care for 12,000 
convalescents. 


NUMBER OF BEDS AND APPORTIONMENT OF PATIENTS 


Assuming that the city in question presents the 
better living conditions, we may well take 5,000 hos- 
pital patients, plus 1,000 from other sources, as a 
planning basis. About twenty-one days proves to 
be the average stay in convalescent homes. The re- 
quirement for the 6,000 patients is accordingly 350 
beds. 

We may base an estimate upon the long and abun- 
dant experiences in our greater cities, and apportion 
them as follows: 

1. The Main Institution, for adults—120 beds; 
men and women—ages, from fifteenth birthday up- 
wards to old age, including 15 per cent. plus of 
heart disease, with standard surgical (with dress- 
ings), preventive and holding (chronic handi- 
capped) convalescence. 

2. Children’s Home—100 beds, taking girls from 
6 to 15 and boys from 6 to 10 years, receiving sur- 
gical dressing and orthopedic cases, and heart 
disease up to 20 per cent. of total, along with the 
standard lines as above outlined. 

3. Boys’ place—30 beds, ages 10 to 15; disease 
classification as in the Children’s Home (very im- 
portant, but not to be large). 

4. Mothers with infants and young children— 
30 beds, averaging 60 patients. 

5. Special Heart Institution—40 beds, for the 
seriously ill, giving bed care at first, ete. Age and 
sex as in Number 2 


THE PLANTS 


New or expensive buildings are not essential. An 
old mansion, a large farmhouse with its many out- 
buildings, or a disused hotel adapt readily. Tents 
serve well at times; extensions are happily made; 
much equipment may be improvised. Five acres of 
land is minimum, the larger areas giving consider- 
able advantages. These Homes might be conducted 
upon one large plot of 100 acres if the topography, 
etc., gave essential separation of patient’s activities. 
A location well within 20 miles of the city’s center 
should be chosen if possible. 


COSTS 


A per day capita cost of $1.75 may be expected, 
even under post-war conditions, giving $225,000.00 
yearly operating expense for the 350 beds, as ap- 
proximate. This includes transportation, and main- 
tenance of a City Admission Office. 


SELECTION OF PATIENTS, FOLLOW-UP, ETC, 


Careful selection of patients by one City Officer, 
given authority and support, is of first importance. 
This officer may be on part time only. The necessary 
follow-up, including occupational and vocational di- 
rection, is usually well done by the city organiza- 
tion which sends patients, and the back-to-health- 
and-to-normal-life cycle is only thus completed. 


Convalescent home planning, organization, and pro- 


cedure are becoming fairly well standardized, with 
detailed information readily available. 
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it has been dealt with, has been taker up by bits 
and snatches. Here a group of kindly people have 
taken a large dwelling house and mode it into a 
“convalescent home” for some twenty-five men; an- 
other committee of the charitable maintain a build- 
ing donated by one of their number, in which sickly 
and tired mothers may recuperate after illness or 
operation; still another group has under its wing 
a small institution for children; and yet another 
a small “preventorium” for the pre-tuberculous child. 

One of the great lessons which the burke Founda- 
tion has taught is the greater efficiency gained 
through the use of a large institutiou instead of a 
number of little ones. The small, independently 
managed convalescent home, accepting ten to fifty 
patients, secures with difficulty expert medical ser- 
vice of physicians who are particuiarly interested 
in the convalescent problem and scientific study of 
convalescent cases; it cannot possibly provide elab- 
orate therapeutic equipment or a staff of special 
workers and teachers. In the large institution, thera- 
peutic equipment, personnel and continuous service 
of a medical staff whose members are selected espe- 
cially because they are interested in convalescence 
are all possible within reasonable limits of expense. 

In a letter transmitting his outline, Doctor Brush 
remarks: “It may be well to bring to the attention 
of those becoming interested in this branch some of 
the important points of this proposal; that preven- 
tative tuberculosis comes in under numbers 1, 2, and 
3; convalescent orthopedics, bone diseases, etc., like- 
wise in these three places; that cardiac children 
well enough for reconstructive treatment enter under 
numbers 2 and 3; that adolescents (the group most 
successfully dealt with and most neglected in con- 
valescence) are especially well planned for. * * * 

“Perhaps the most characteristic and radical part 
of my conclusions is the recommendation, based upon 
definite experience, for the care of many different 
classes and ages, etc., in one Institution (see num- 
bers 1 and 2).” 

The recommendation to be made regarding the 
convalescent problem of Cleveland is that it be dealt 
with not by bits and snatches, but by one central 
and representative group of persons who will study 
the whole problem and, with a long range program 
in mind, will take each practical ste) as funds are 
made available. So far as institutions are concerned, 
there should be one, rather than many, or rather, 
as Doctor Brush’s outline indicates, a group of related 
institutions managed as one. 

At present Cleveland has: 

Rainbow Hospital, with 85 beds, taking children 
between 2% and 14 years of age, mostly orthopedic 
cases. 

The Children’s Fresh Air Camp, with 60 beds, re- 
ceiving weak, anaemic children and some convales- 
cent mothers. 

Holy Cross House, with a capacity of 50 beds, re- 
ceiving crippled and invalid children (chronic rather 
than convalescent cases). 

For adults a small number of chronic cases are 
held at City Hospital, but no convalescent cases are 
supposed to be there. At Warrensville Infirmary 
are numbers of chronic and incurable cases, but little 
provision for convalescents. In a few of the private 
institutions of the proprietary type convalescent 
cases are treated, but the number of beds available 
for such is very small, 

Taken as a whole, institutional provision for con- 
valescents in Cleveland is practically confined to 
children, and even for them is limited to certain 
types of cases. The main resources throughout the 
year are Rainbow Hospital, and, in summer time, the 
Children’s Fresh Air Camp. 

The major need is that some central and represen- 
tative group should assume the responsibility of de- 
veloping convalescent provisions whicn will be ade- 
quate for the needs of the city. It is recommended 


a In most cities the convalescent problem, so far as 
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that the trustees of Rainbow Hospital either assume 
this responsibility, or at least act as the agent 
through which some larger group might ultimately 
be organized. Rainbow Hospital now provides an 
excellent service to a limited range of patients, put 
appears to furnish a basis upon which much more 
comprehensive and satisfactory development might 
be made. 

With this in view, it is desirable that Rainbow 
Hospital should enlarge immediately the scope of its 
work. It should have no exclusive affiliation with 
any one hospital with respect to its medical staff or 
with respect to the reception of patients. It should 
aim to develop a staff which is especially interested 
in the scientific medical study of convelescence. It 
should at once undertake to receive 2 considerable 
group of cardiac cases from the children’s services 
of the Cleveland hospitals, as well as convalescent 
orthopedic and surgical cases. It should institute 
studies of the convalescent problem in Cleveland, 
supplementing those made by the Survey, and 
through its members or representatives the Board 
should study notable developments in other cities, 
particularly the Burke Foundation, us a basis for 
the formulation of a program and of the definite 
steps which should be taken year by vear towards its 
execution. Publication of these studies and reports 
of the case work with convalescents of various types 
are important phases of such a program, and are 
essential to the growth of appreciation of the con- 
valescent problem by the medical profession and the 
public. Coéperative affiliation with related agencies, 
such as some of those above mentioned, would be 
desirable in the formulation and e<ecution of any 
such program. 

Provision of a convalescent institution for adults 
should be made as soon as possible, as a part of this 
plan, either by Rainbow Hospital or by a group of 
persons organized in coéperation therewith. 

The outline presented by Doctor Brush gives a pro- 
gram which for financial reasons alone cannot be 
realized in a day, yet nothing less than this should 
be accepted as worthy of a progressive city. 

The cost of maintenance of a convalescent institu- 
tion is about half that of a hospital receiving the 
same number of persons with acute diseases. A con- 
valescent home is an institution which no city can 
afford to omit in providing for its sick. Its absence 
means burdens upon the hospitals, which involve un- 
due expense, and burdens upon the community which 
are less easily traced, but which are no less real, 
being a financial drain upon the charitable public 
and a definite loss to wage earners and to employing 
interests. 

When serious illness befalls, the care of the patient 
in home or hospitals requires, as it were, an invest- 
ment on the part of the community in order that the 
sick man shall be restored to health and living effi- 
ciency. From the financial as well as from the 
humanitarian standpoint it is to the community's 
interest that this restoration shall be complete and 
shall be as prompt as possible. 


VILI—CARE OF CONVALESCENTS (TWO YEARS AFTER) 


The Harkness estate, covering two nundred and ten 
acres at the mouth of the Chagrin River in Willow- 
boughy, together with a sum of money which will 
cover the cost of remodeling the house on that site. 
has been donated to Lakeside Hospital and accepted 
by the Board of Trustees, to be used as a Convales- 
cent Hospital. A committee has been appointed to 
consider the methods of handling, ard the mattter 
has been taken up with Rainbow Hospital, Children’s 
Fresh Air Camp and other institutions which should 
use it as a convalescent home, and the committee 
now has under consideration plans for remodeling 
and reorganization. The Welfare Federation has 
been asked for funds to help support this project, 


CONVALESCENCE. VI—BRYANT 


1081 


but it seemed advisable to let the matter wait for 
another year. When this project can go forward 
it may well prove the first step in dealing with the 
convalescent problem in Cleveland as vy unit and as 
suggested by the Survey. 


1X—-SUMMARY 


1. The problem of chronic illness must be clearly 
distinguished from that of convalescence. 

2. The proportion of cases staying for the longer 
periods is higher than it should be in hospitals de- 
signed primarily for acute stages of disease. The 
reason lies largely in the lack of dispensaries and 
of facilities for convalescents and chronic patients in 
Cleveland. 

3. Taken as a whole, institutional provision for 
convalescents in Cleveland is practically confined to 
children, and even for them is limited to certain 
types of cases. 

4. When it is found that six per cent. of 200 
patients recently discharged from four of the lead- 
ing hospitals needed continued hospital care—in other 
words, had relapsed since their discaarge; when it 
is found that 12.5 per cent. in addition were living 
under such home conditions that satisfactory conva- 
lescence was unlikely, it is apparent that expensive 
hospital service is easily wasted because of the lack 
of a little further service which would have made 
all the preceding work permanently worth while. 

5. Whether this is rendered in the guise of insti- 
tutional convalescent care or of home service, there 
is every indication that the expense would be less 
than a protracted stay in the hospital. The patients 
are quick to testify that after the first urgent need 
of acute illness the hospital atmosphere is not help- 
ful. Its ceaseless movement is too intense and vivid 
for rest. 

6. Almost without exception the Lakeside cases 
showed that the completion of the hospital’s work 
can only be accomplished outside of the hospital and 
through the extension service of social work. 

7. It is only when Social Service shall present 
overwhelming evidence of the limitation of hospital 
skill before such handicaps that these entirely eradi- 
cable conditions will be swept away. 

8. As the facts in the section on convalescence 
bring out, the need for financial aid during after- 
care is approximately much less frequent than the 
need for explanation and advice, given in terms of 
the patient’s degree of education and understanding, 
and of the practical conditions of his environment. 

9. The foreign-born patients who had had bedside 
lessons in English in the hospital and who had heard 
their own language understood and translated by a 
sympathetic interpreter, beamed with appreciation at 
the remembrance. This happy codéperation with the 
Board of Education can be developed so that the 
oft¢n empty hours of convalescence will be brimming 
with interest. 

10. The information gathered in Cleveland agrees 
entirely with the studies and estimates of Dr. Fred- 
eric Brush, the leading national authority on con- 
valescent care, that the medical job is not done at 
the time the patient leaves the hospital. 

11. Unless this subsidiary but important invest- 
ment in convalesence is made, the value of the whole 
investment may be nil. 

12. An essential element to any real advance, is 
an adequately maintained convalescent institution. 
Such an institution does much more than provide 
care for the particular patients who can be admitted 
to it. It would serve to stimulate medical study of 
convalescence, now a field much neglected, and would 
promote throughout the community interest in the 
problem of convalescence which will add to the effi- 
ciency of all kinds of medical care in hospitals, dis- 
pensaries and in the home. 


13. The cost of maintenance of a convalescent in- 
stitution is about half that of a hospital receiving 
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the same number of persons with acute diseases. 


A convalescent home is an institution which no city 
can afford to omit in providing for its sick. Its 
absence means burdens upon the hospitals, which 
involve undue expense, and burdens upon the com- 
munity which are less easily traced, but which are 
no less real, being a financial drain upon the chari- 
table public and a definite loss to wage earners and 
to employing interests. 

14. The care of convalescents is a much larger 
problem than that of a hospital or institution for 
convalescents. 
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15. The recommendation to be made regarding 
the convalescent problem of Cleveland is that it be 


dealt with not by bits and snatches, but by one cen- 
tral and representative group of persons who will 
study the whole problem and, with a long-range pro- 
gram in mind, will take each practical step as funds 
are made available. So far as institutions are con- 
cerned, there should be one, rather than many, or 
rather, as Doctor Brush’s outline indicates, a group 
of related institutions managed as one. 


Radium Clinic for Treatment of Eye, Ear, Nose and Throat Conditions 
BY J. J. CORBETT, M. D. 


Ophthalmic Surgeon, Boston City Hospital; Ophthalmic and Aural Surgeon, Malden Hospital ; 
Ophthalmic and Aural Surgeon, Whidden Memorial Hospital, Everett 


[From the Radium Clinic of the Eye, ~~, Nose "ie Throat Departments of the Boston City 
ospita 


At the Boston City Hospital, there was started 
in August, 1922, a clinic for Radium treatment 
of some eye, ear, nose and throat conditions. 

There is one outstanding and conspicuous fea- 
ture about this clinic, namely, that easily 98% 
of the eases in which Radium is used are non- 
malignant. This contrasts very markedly with 
the general use of Radium to date, and with the 
accepted and prevalent idea carried in the lay 
or non-medical mind. The name of Radium has 
been so intimately linked with that of cancer 
that it has almost become a synonym for malig- 
nancy; and yet, as Radium becomes better un- 
derstood and its uses more diversified, it will not 
be at all surprising if its application is not pro- 
ductive of more good in the non-malignant field. 
Its suecess will be measured not alone by what 
it accomplishes in a physical way, but in an 
economic way as well. 

When the idea of such a clinic came to mind, 
it was accompanied by much doubt as to wheth. 
er the project could be successfully carried out 
Members of the executive and staff were ap- 
proached and their codperation enlisted. As a 
result of their enthusiastic efforts, there were 
provided eases upon which the work has ‘been 
done to demonstrate the use of Radium. 

Of course, the clinie is still in its infancy, and 
the work done to date is limited. In a short pe- 
riod of two and one-half months, several groups 
of cases were treated. These cases were shown 
at the Dry Clinies as part of the program ar- 
ranged for the American College of Surgeons at 
the Boston City Hospital. As stated at that 
time, the cases were shown not with the idea of 
proving what Radium would or would not do, 
but rather to call attention to the lines along 
which the work was being done. 

To demonstrate the use of Radium on Tonsils, 
four cases of the hypertrophied variety were se- 
lected. The tonsils were of the large, spongy 
type that meet in the middle line. In each 


throat, one tonsil was treated, in order to show 
the difference between the treated and the un- 
treated tonsil. The difference was very appar- 
ent. The treated tonsils were much shrunken 
and more firm, while the untreated tonsils 
showed only a slight change, undoubtedly due 
to stray gamma rays. Four 12.5 milligram nee- 
dles were buried in the tonsil for fifteen min- 
utes, once a week, for six consecutive weeks. 
Two of these cases were interesting, one from 
a systemic, the other from a local point of view. 
A man 38 years old, tailor, whose right tonsil 
was treated, offered the information that the 
pain in the right shoulder, from which he had 
suffered for several months, had entirely disap- 
peared. He had received massage, electric treat- 
ments, and various internal remedies without 
relief. The interesting feature lies in the fact 
that the left shoulder which had been as painful 
as the right was not relieved by the treatment 
of the right tonsil, and showed signs of relief 
only after the left tonsil had been treated. The 
other case, a boy 14 years old, had difficulty in 
articulating, owing principally to the enormous 
size of his tonsils which met in the middle line. 
His speech was conspicuously muffled. After 
three applications of 50 milligrams of Radium 
for fifteen minutes in each tonsil, there was a 
decided improvement in his speech, and now his 
articulation is quite normal. 
Before beginning the treatment of tonsils by 
imbedding the needles into the substance of the 
tissue, other methods were tried. The needles 
were held against the oral side of the tonsil in 
some cases, and in others, applied externally, 
being screened in brass and hard rubber, and 
separated from the skin by 2 em of gauze. QOb- 
servation led to the conclusion that the quickest 
and most effective manner to use Radium wes 
in the form of needles plunged into the body of 
the tonsil and allowed to remain. Fifty milli- 
grams of Radium have been used for periods 
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varying from fifteen minutes to one hour with- 
out any serious reaction, and repeated at week- 
ly intervals. 

It may not be amiss to state some of the im- 
pressions derived from the use of Radium on 
tonsils. When anticipating the treatment of 
tonsils, Radium should be given only secondary 
consideration. It is simply an instrument add- 
ed to the armamentarium of the laryngologist, 
and should be used in selected cases. When the 
tonsils are diseased, or productive of systematic 
complications due to absorption from -local ,in- 
fection, enucleation is the quickest and most ef- 
fective method of treatment. If, however, op- 
erative treatment is contra-indicated, Radium is 
the second choice, and may be resorted to with 
considerable confidence. 

There are three classes of cases in which Ton- 
sillectomy is not desirable and in these Radium 
may be used with suecess. These are (a) the 
physically unfit; (b) the mentally unfit; (¢) the 
commercially unfit. Patients in class A will be 
met in the clinic and private practice. Patients 
in classes B and C will be met practically at all 
times in private practice. 

In class A will be found patients with organic 
changes which make them poor operative risks; 
patients whose histories point to Haemophilia; 
suspicious cases of Status Lymphaticus in chil- 
dren; and adults of advanced years in whom all 
other possible foci of infection have been ruled 
out. Radium in these cases will give good re- 
sults. 

Class B includes the patient whose next door 
neighbor might have had a hemorrhage after 
tonsillectomy, or who has heard the gruesome 
story of someone who bled to death after a tonsil 
operation. Any complication whatever, wheth- 
a co-incidence, or a direct result of tonsillecto- 
my, is apt to come to the mind of one who is 
anticipating such a step, and very often will 
result in a decision against the operation. The 
patient who dreads anasthesia more because of 
the loss of consciousness than of the anasthetic 
itself, or because he has heard of a death which 
occurred while tonsils were being removed, the 
patient never regaining consciousness, welcomes 
the suggestion of Radium treatment. 

Class C includes the busy man who cannot 
stop long enough for such a thing as an opera- 
tion and convalescence from the same. He has 
been advised by his physician and his physi- 
cian’s consultants that his tonsils alone remain 
the only source of the infection which is causing 
his physical discomfort. He is physically fit, 
has all the courage in the world (and some to 
spare), he dreads or fears nothing. He would 
take ether with the same indifference as he 
would take a drink of water, but he simply ean- 
not take a week or ten days away from his bus- 
iness for the sake of the operation. Such a mau 
typifies class C, and he may look with confidence 
for relief from Radium. 

Enough work has been done with Radium to 
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warrant the recommendation of its use in such 
eases as are suggested in these three classes, and 
with the hope of getting good results locally and 
systemiely. But if the condition of the patient 
warrants it, advise surgery first and hold Ra- 
dium as a second choice. Radium does not re- 
move tonsils. It transforms them into small, 
firm, fibrous lumps of tissue. In this shrinking 
process, the toxie material contained in the 
crypts must be squeezed out, and the tonsils ren- 
dered inert as sources of infection. 

Aside from Epitheliomata, the most interest- 
ing nose case which has come to the clinic was 
one of Hemangioma of the Septum. The pa- 
tient came to the Nose and Throat Out-Patient 
Department, and pressure was applied to con- 
trol the bleeding. There was temporary relief 
but the patient returned the next day and the. 
nose was still bleeding. The patient was admit- 
ted to the House and suture applied. This gave 
temporary relief, but after two days, there was 
more bleeding. The patient was then referred 
for.Radium treatment. Examination showed a 
tumor starting from the muco-cutaneous; mar- 
gin of the Septum and large enough to com- 
pletely occlude the left nostril. There was a 
slight oozing of blood. Twenty-five milligrams 
of Radium were applied for fifteen minutes. In 
two days, the same dose was repeated. One 
week later, the dose was given for a third time. 
At the end of three weeks, the tumor was 
shrunken to one-half the size of a buck-shot. 
There was no bleeding from the day of the first 
application of Radium. 

As the clinic has progressed, the number and 
variety of cases have markedly increased. The 
clinic has now been in operation about one year 
and a half. For the first few months, there 
was no restriction as to the type of case as long 
as it was of interest to the Eye, or the Ear, Nose 
and Throat Departments. Volume and variety 
were the two features developed, the idea in 
mind being to weed out the cases that would not 
respond to Radium treatment. The volume in- 
ereased so rapidly and the variety became so 
great, that during the past six: months, it be- 
came necessary to restrict both volume and va- 
riety of cases. 

Corneal sears and cataracts became the prin- 
cipal conditions upon which work was concen- 
trated. At the April meeting of the New Eng- 
land Ophthalmological Society, held at the 
Massachusetts Charitable Eye and Ear Infirm- 
ary, seven cases were shown. Three of these 
were cataracts, one a congenital and the other 
two incipient senile cataracts. The vision of 
the eyes was taken with and without glasses, 
before and after the treatment with Radium. 
Both cases showed an improvement of vision 
without glasses, and with glasses, could be 
brought tq 20/20 normal. This had not been 
possible before the Radium was applied. 

The congenital cataract was in the right eye 
of a boy 3% years old. The cataract could be 
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seen by the unaided eye. The pupil appeared 
gray instead of black. There was no fundus re- 
flex. Incidentally, there was a convergent 
squint in the same eye. After treatment, the 
pupil appeared black; there was a clear fundus 
reflex; the retinal vessels and optie dise could 
be seen with the Ophthalmoseope. The eve was 
refracted and a +1.00 Cyl. Axis 90 was pre- 
scribed. The convergence was overcome by the 
wearing of glasses. It is now eight months since 
the last treatment. The view of the fundus is 
still clear and the eye remains straight with the 
help of glasses. 


In the four cases of corneal sears, there was 
a definite improvement in the vision after treat- 
ment with Radium. Two of the very thinnest 
sears, (nebulae of the cornea) entirely disap- 
peared. The other two showed a very definite 
thinning out. There was a definite improve 
ment in vision in each of the four cases shown. 

Conclusions: That in certain selected cases of 
cataract, Radium gives a definite help. 


In cases of corneal sears which are not too 
dense, mostly nebulae of the corneae, a clearing 
up of the sear, and an improvement in vision 
ean be demonstrated. 


That Radium has a very definite action on 
tonsillar tissue which is far reaching in its sys- 
temic results. 


That when tonsils cannot be removed by sur. 
gery, Radium is the next choice. 


The second part of this article will appear in the next issue 
of this Journal. 


BOOK REVIEW 


Applied Pathology in Diseases of the Nose, 
Throat and Ear. With 268 original illustra- 
tions including 4 color plates. By Josern C. 
Beck, M. D., F. A. C. 8S. Published 1923 by 
Mosly Company, St. Louiss Mo. Priec 


This book of 274 pages, as stated by the 
writer, is designed to give a ‘‘rational basis for 
treatment, exclusive of the strictly surgical in- 
terventions, by applying the pathological enti- 
ties to etiology, symptoms, Ciagnosis and prog- 
nosis.’’ It is divided as foilows:—<Acute Dis- 
eases giving Pathology and Treatment 95 pages. 
Chronic Diseases 189 pages. 

The gross and microscopic findings in the 
various conditions of Nose, Throat, Sinuses, 
Ear, Larynx, Trachea, ete., are given and the 
treatment outlined which the writer has found 
most practicable. Not much is said about the 
bacteriology of the various lesions described. 
Symptomatology, unnecessary where a work is 
solely devoted to pathological anatomy and his- 
tology but important as guide to treatment 
where this is prescribed, and Gifferential diag- 
nosis, are mostly omitted. 

The pathological descriptions tend to be rath- 


er superficial in places as for a single example 
while the important condition of cholesteatoma 
is mentioned (page 265) no elear statement is 
given of its cause and possible results. 

Some of the treatment suggested was aban- 
doned as useless by many otologists years ago 
as the use of dionin in the middle ear (page 55) 
or thiosinamine or fibrolysin internally in 
chronie adhesive ears (page 259). Important 
omissions in the treatment are also noted as on 
page 247 where the writer, in discussing chronic 
purulent otitis media though he states that in- 
iracranial complications may occur gives no 
guide to their recognition, i. e., the presence of 
the symptoms of fever, headache, chills, sweats, 
vertigo, nausea and vomiting, ete., which should 
always be frequently noted in following this 
condition. Little information is given about 
the technique of the procedures mentioned. 


We do not agree as to the possibility of rou- 
tinely irrigating the maxillary antrum through 
the natural ostiums (page 34) and making a 
‘‘small external opening’’ in acute frontal si- 
nusitis for drainage (page 35) does not seem to 
us a safe procedure as suggested by the writer. 

The illustrations of apparatus are those of 
the writer’s invention. 


It would seem better to take up the various 
diseases as Syphilis, Tuberculosis, ete., as en- 
tities rather than to keep referring to them 
again and again as the different anatomical lo- 
ealities are mentioned. 


The numerous illustrations given are in gen- 
eral very good. The book is readable and in 
many places practical suggestions are made as 
to treatment. We cannot, however, say that we 
consider it a great contribution to the litera- 
ture of the subject. 


Congenital Syphilis, Compilation No, 2. Is- 
sued by U. S. Public Health Service. Abstracts 
Secured in Compilation of ‘‘Venereal Disease 
Information’? and on File in the Division of 
Venereal Disease. 


INFORMATION 


This contains abstracts of over 175 recent 
articles relating to congenital syphilis arranged 
under the following headings: 


Mortality From Congenital Syphilis. 
Prenatal Treatment of Congenital Syphilis. 
Transmission of Congenital Syphilis. 
Stigmata of Congenital Syphilis. 

Postnatal Treatment of Congenital Syphilis. 


This and one on Syphilis of the Nervous 
System, as they have been compiled in the Div- 
ision of Venereal Diseases, are now available. 
Copies may be had upon application to the 
Surgeon General, United States Public Health 
Service, attention Division Venereal Diseases. 
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CABOT CASE RECORDS 


Case Records 
of the 


Massachusetts General Hospital 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 


EDITED BY 
Ricuarp C. Casot, M.D., anp Casor, M.D. 
. F. M. PAINTER, ASSISTANT EDITOR 


CASE 10251 


A Canadian ward helper of nineteen was sent 
from the Emergency Ward March 13 complain- 
ing of sore throat of three days’ duration. She 
was very hoarse and talked with considerable dis- 
comfort. The history was therefore very brief. 


F.H. Good as far as recorded. 


P. H. She had had whooping cough, chicken- 
pox, measles and searlatina. Eight years ago she 
had erysipelas of the face. 


P. I. Eleven years ago her tonsils and ade- 
noids were removed, though she had not had any 
sore throat either before or since that time until 
now. She gave a history of a negative Schick ( ?) 
test during the past summer. Her constant 
- friend also had sore throat at present. Except 
for slight sore throat one day during the past 
week the patient was entirely wel! until three 
days ago. At that time her throat became in- 
creasingly sore and she had considerable malaise. 
That evening she felt feverish and had excessive 
sweating. The next day, the day before admis- 
sion, her throat was more painful, she began to 
have some difficulty in talking, and developed a 
slight loose cough, although the malaise was less. 
At the Emergency Ward a throat culture was 
taken and her temperature was found to be 
100.2°. 


P. E. A plump young girl speaking with a 
husky voice but without any suggestion of paral- 
ysis of the muscles of speech. Skin very moist. 
Nose largely occluded with secretion. Throat. 
Several patchy areas of dirty white membrane 
with ragged indefinite edges over both tonsils. 
None on the faucial wall or palate. Small cervi- 
cal glands, tender on palpation. Rest of exam- 
ination, including heart, lungs and abdomen, 
negative. 

T. 100°-104°. P. 100-140. R. 24-38. 
Amount of urine not recorded, sp. gr. 1.026, a 
trace of albumin, 2-6 leucocytes and one red 
blood corpuscle per high power field. Blood. 
Hgb. 85%, leucocytes 15,400 March 13, 44,600 
March 16, polynuclears 72%, reds appeared nor- 
mal, platelets slightly diminished. Wassermann 
negative. Throat culture March 12. Strep- 
tococci. No K-L. 


Orders. Dobell’s gargle for throat. Soft 
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solids. March 14. Aspirin gr. xx at once, after- 
wards gr. x t.i.d. Force fluids. Ice collar p.r.n. 
‘Hot saline irrigation t.i.d. Dover’s powder gr. 
v at 7.30. Veronal gr. x. Benzoin inhalations 
t.id. March 16. Whiskey 5 i in a half glass of 
water every three hours. Oxygen inhalations 
prn. Caffein gr. x s.c. every three hours if 
awake. 


The day of admission the patient was comfort- 
able except for pain in the throat (no worse 
than the day before), some increase of cough 
with purulent sputum, and increased dysphonia. 
She did not feel feverish in spite of the temper- 
ature, and wanted to be up and about. 

A throat consultant reported, ‘‘The upper res- 
piratory tract shows a generalized redness and 
edema. There is no membranous affection of 
the tonsils, fauces, or palate at present. The 
epiglottis is thickened, red and edematous, as is 
also as much of the tissue below as can be seen. 
The cords could not be well seen, but th: 
aphonia and inspiratory obstructions suggest 
an edema of these also.”’ 

March 16 there were rales and patches of 
bronchial breathing in the right front and the 
left back, seapular region. She was cyanotic, 
dyspneic and had much laryngeal obstruction 
and aphonia. The heart was rapid. She con- 
tinued to grow definitely worse all day, with in- 
creasing laryngeal stenosis. Because of this she 
was put on the dangerous list and a specialist 
in contagious diseases was called. He put in a 
large tube. No membrane was to be seen with 
the laryngosecopic mirror. Following intuba- 
tion she had much more obstruction and cyano- 
sis. The tube was immediately withdrawn. 
She continued to have severe dyspnea. Oxygen, 
which she had had during the afternoon, was 
administered. 

It was decided that tracheotomy was her only 
hope. This was done. There was much bleeding. 
The insertion of the tracheotomy tube gave no 
relief. A hemostat was inserted into the open- 
ing and a piece of thick firm membrane 
about 5 em. long was withdrawn. <A 
catheter with oxygen was passed into the 
larynx, but without free airway. The patient 
became very cyanotic and the _ respirations 
ceased. It was impossible to force oxygen into 
the lungs. A long bronchoscopic forceps was 
passed and a large cast of each primary bron- 
echus was obtained 5-6 em. long. By this time 
the patient was dead. As the casts were with- 
drawn there was much gushing out of fluid and 
air which had accumulated behind the obstrue- 
tion, 


DISCUSSION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


This is the history of a sore throat and tonsil- 
litis, and presumably laryngitis, with no more 
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general prostration than one often sees in peo- 

le who get entirely well. At this stage of the 
history no one would know that we are dealing 
with an especially serious case. And although 
a throat culture is taken we have no particular 
reason yet, as I see it, to suspect diphtheria, the 
throat culture being taken on general principles. 

The fact that she has once had erysipelas may 
possibly be taken, along with the fact of her 
scarlet fever, as evidence that she is a little more 
susceptible to streptococcus infections than the 
rest of us. Otherwise I should say that the es- 
sential facts about this case begin with her ill- 
ness three days before she was sent here. 


NOTES ON THE PHYSICAL EXAMINATION 


The physical examination is that of a typical 
case of bad tonsillar infection, the severity of 
the infection being suggested by the intensity of 
the leucocytosis and by the unusually definite 
membrane. No one could possibly tell such a 
membrane from that of diphtheria, but I sup- 
pose the throat culture may be taken as a final 
judgment. 

Of course one ig thinking of general infection 
here, and the possibilities of bronchopneumonia 
are always with us. 

The orders show the ordinary attempt to make 
a person more comfortable locally and to support 
the system to meet an infection, Later we see 
oxygen inhalations, which probably means some 
obstruction in the larynx. What is the date of 
the throat consultation ? 

Miss Painter: It is not date’. The ques- 
tion was sent on the 14th. 

Dr. Capot: That does not necessarily mean 
that they came that day. At the time of this 
examination by the throat consultant the trouble 
was largely in the larynx, and seems to be edema 
more than anything else. 

The tube was presumably a laryngeal tube— 
intubation as for diphtheria. But the conse- 
quences seem to show that the trouble is not. 
merely in the larynx. 

There was much bleeding I suppose because 
she was so much cyanosed. 


Dr. Youne: There is apt to be a good deal of | 


bleeding. There is a very good article in the 
Journal of the American Medical Association 
on this subject of bleeding in tracheotomy.* 
Dr. Canot: The failure of the trachetomy 
to give relief shows that the trouble is in the 
lungs or larger bronchi and not where we had 
been looking for it, in the larynx and trachea. 


DIFFERENTIAL DIAGNOSIS 


This is a very dramatic and tragic case. I 
have never happened to see one like it. I sup- 
pose it is what we used to call fibrinous bronchi- 
_ tis with blocking of the larger bronchi with the 
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membrane, which we have no way whatever of 
getting at either by intubation or by tracheot- 
omy and which we cannot reach in any way 
mechanically. If it had been reached at all it 
would only have been by some serum treatment 
such as the recent success in the serum treat- 
ment of scarlet fever makes not impossible in a 
ease like this. 

The diagnosis seems to be streptococcus infec- 
tion, very possibly generalized, certainly of the 
larynx and tonsils, certainly of the trachea, in 
all probability of the lungs, with patches of 
bronchopneumonia. 

Miss Panter: Since this summary was 
made another culture has been entered which 
was made on the day of death. Two cultures of 
the same date showed Klebs-Loeffler bacilli. 

Dr. Capor: It is a pity that was not done 
before. It looks to me as if the only hope for 
this case would have been the injection of serum, 
which was not done because of this negativs 
culture. This is really very tragic. I think, as 
I have just said, the mechanical treatment of 
this case is as impossible now that we know 
what it was as when I thought it was strepto- 
coceus. 

Dr. Youne: Would it have been possible 
to get much help on March 16% Supposing large 
doses of antitoxin had been given, would it have 
been in time to do anything? 

Dr. Casot: I do not believe so. But the 
diagnosis of course had not changed, and ought 
to have been made before. It seems to me many 

ple would have given antitoxin on the chance 
ere without waiting for the culture, 

Outside of what I have said of respiratory 
infection I do not see anything to be said about 
the case, There may be something in the heart 
—acute endocarditis—but we have nothing in 
the record to suggest it. Nor is there any evi- 
dence of disease in any other part of the body. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Streptococcus. 
Pharyngitis. 
Laryngitis, 
Tracheobronchitis. 
Bronchopneumonia. 
Operation, intubation, tracheotomy, 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Streptococcus infection of the respiratory 
tract. 


Diphtheria. 
Diphtheritic tracheitis and bronchitis with ob- 


*Ka M.D., Fatal lowing 
otomy for laryngeal diphtheria. Jour. A. = A. May 17. 1924, | 


struction of the bronchi. 
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2. Secondary or terminal lesions 


Bronchopneumonia. 

Edema of the lungs. 

Acute fibrinous pleuritis. 

Hemorrhagic areas of pleura and peritoneum. 
Soft spleen. 


Dr. RicHarpson: The head was not exam- 
ined. The face and lips were purplish. — 

The peritoneal caVity contained a few c.c. of 
thin bloody fluid, which is accounted for by sev- 
eral areas of ecchymosis scattered along the peri- 
toneum. 

The diaphragm was at the sixth interspace on 
the right and the seVenth rib on the left. 

In the right pletiral cavity thete was a small 
amount of thin blood-tinged fluid, in the left 
200 c.c. of similar fluid. 

There were still a few small bits of thymus 
tissue present. 

The Jarynx was fairly clean. Coming down 
the trachea there was more or less diphtheritic 
membrane, and on the left the bronchial tree all 
the way out to the twigs was practically plugged 
by the membrane. There was more or less on 
the right side. So that the lungs were practi- 
cally shut off by this dirty grayish fibrinous 
membrane. | 

Dr. Casot: But it oceluded the lumen? 

Dr. RICHARDSO occluded the 
generally that p y she was asphyxiated. 
The bronchial glands were markedly enla 


soft and juicy. There were several large hemor. 
rhagic areas in the pleura, accounting for the 
bloody fluid mentioned as present in the pleural 
cavities. There were a few areas of broncho- 
pneumonia in the lungs. 

Dr. Casot: There is a certain amount of 
satisfaction, I think, that we had the consultant 
here—perhaps had him too late, but did all we 
could in the way of having the best advice in the 
case. 

Dr. RicHarpson: It is a difficult thing to 
take a culture from the throat. It is not 80 easy 
as it looks. 

Dr. Casor: I should like to know what the 
consultant would say about the giving of anti- 
toxin with a negative culture. 

Dr. W. W. Fray: Don’t the physicians gay 
we should be guided absolutely by the clinical 
look of the case? 

tients, but certainly the memory of a case 
this would make us think so. 

Dr. Fray: The consultant 
giving antitoxin. We expected to er to 
the South Department, but he said not, and did 
not advisé antitoxin at that time. 


CASE 10252 
First entry. An American newsman of 
five entéred during anh influenza epidemic. He 


had a rather mild case of influenza complicated — 
by pneumonia. At the end of a month he was 
discharged with his lings clear. A Wasser- 
mann was negative. He showed slight signs of 
delirium tremens during his convalescence. 


Second entry. June 22, three years later, he 
was sent from the Emergency Ward. 


F. H. Good. 


P. H. He had had the ordinary diseases of 
childhood, typhoid fever at ten, ‘‘pleurisy’’ at 
fifteen. He had occasional colicky abdominal 


pains. He urinated four times by day, twice at 
night. 


P. I. Two months ago his knee became swol- 
len, inflamed, and tender, so that he was unable 
to walk. The knee was lanced at a hospital. He 
was discharged relieved in three weeks. A week 
ago the knee again began to pain and became 
swollen and inflamed. Thére was considerable 
discharge of yellowish material from the old in- 
cision. 


P. E. A small, thin old man. Teeth, a few 
old snags badly undermined with pyorrhea. 
Lungs normal. Heart. A soft systolic murmur 
at the apex. Marked sclerosis of the brachials 
and radials. Abdomen and genitals normal. 
Large scrotal hernia on the right. Part of bowel 
reducible. Extremities. t knee symmetri- 

with bulging of quadriceps bur- 


rged,/sa, On the inner aspect a sthall sinus with a tuft 


of granulation discharging a small amount of 
pus. Outer surface of joint reddened and ten- 
der in two different ways. Only 15 degrees 
flexion possible. Old scar over tibia in lower 
leg. Pupils and right knee-jerk normal. . 

The day of entrance T. 98 degrees to 101.2 
degrees, P. 70-92, afterwards both normal; R. 
normal throughout. Amount of urine not re- 
corded. Findings normal. Blood not recorded. 
Wassermann negative. 


The patient was put to bed with the leg on a 
splint and an ice bag tothe otiter aspect of the 
knee. The redness and tenderness subsided. By 
June 27 the splint and ice bag were removed. 
July 1 he was discharged. 


Third entry. Feb 
he was brought to the 
frozen, blue feet and a story of weakness and 
cough with sputum for the past few days. On 
trying to get up the morning of admission he 
was dizzy and had headache. He fainted and 
fell, striking his head. Since morning his 
bewels had been very loose, three 
At noon he vomited all the luncheon he 
seat an a appetite. e aching 

and fingers. 


in the arms 


P. E. A ¢yanotic, deaf old man, un- 
successfully to codperate. Lungs. Richt chest 


| 
| 
‘ 
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less resonant than left, with patchy dullness 
about the upper part, axilla and root. Dullness 
also at the left apex and root. A rare dry groan 
in the right chest. Fremitus, voice and breath 
sounds hard to elicit because of the patient’s 
condition. Breath sounds somewhat diminished 


over the right chest. Both bases clear. Apex 
impulse of the heart not found. Percussion 
measurements as shown in the diagram. Action 
rapid, regular. Precor- 
dial systolic murmur. 
Sounds distant and poor 
in quality. Peripheral 
sclerosis. B. P. 175/75. 
Electrocardiogram. Nor- 
mal rhythm. Rate 100. Slight left axis de- 


3% 8 @ 3 


granular casts. 
cocytes 10,000-26,400, polynuclears 73 per cent, 


tive. 


red blood corpuscles at both, loaded with brown 
Blood. Hgb. 75 per cent, leu- 


reds and platelets normal. Wassermann nega- 
Non-protein nitrogen February 20 54.9 


mgm., February 24 53.4 mgm. X-ray. Plate of 
the chest showed some respiratory motion. Evi- 
dence of increased density on the right in the 
region of the descending bronchial distribution. 
The right apex also lighted up less than the left. 
Radiability of right lung apparently diminished, 
but no areas of definite consolidation. Plates of 
the skull showed no definite abnormality except 
noticeable irregularity in outline of sella, espe- 
cially in the region of the dorsum. Sella very 
small. A small shadow was seen which ap- 


viation. Abdomen. <A questionable liver edge| peared to be in the center of the cavity, but was 
dant Monin | aif | ald | 216 
Pour-Hourly | 
ot EM cht cw cw ce cu cee cu au cu 
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felt almost at the level of the umbilicus. Geni- 
tals. Large reducible right scrotal hernia. Ez- 
tremities. On the inner side of the left leg just 
above the knee were two bleeding round lesions 
6-8 mm. across with raised granulations some- 
what fixed to the underlying tissues, and on the 
external aspect of the left leg a similar lesion, 
slightly larger,—old sinuses. Left knee larger 
than right. Flexion considerably limited. Left 
lower leg also larger than right. Reflexes. Knee- 


jerk somewhat more active on the right. 


T. and P. as shown in the chart. R. 20-50. 
Normal amount of urine when recorded, sp. gr. 
1.014-1.012, the slightest possible trace of albu- 
min at both of two examinations, leucocytes and 


very probably an irregularity of the clinoid 
process showing through the cavity. — 

Orders. February 19. Force fluids. Indi- 
vidual precautions. Soft solid diet. Codeia gr. 
1/2 by mouth every three hours p.r.n. for cough. 
Digitalis gr. iss, four pills for three days, then 
gr. iss a day. Later orders are for morphia gr. 
1/6 s.c. almost daily, codeia in half grain doses 
February 22, 23 and 25, and caffein gr. x s.c., 
once with atropin sulphate gr. 1/100. 


February 22 with the drop in temperature 
and pulse the patient was subjectively much 
better. With the rise in the chart the next day 
he was delirious. February 24 the right chest 


j 
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showed bronchial breathing and increased whis- 
pered and spoken voice in addition to the other 
signs. February 25 there was frank consolida- 
tion of the right middle lobe. Next day the right 
upper lobe was involved, apparently by direct 
extension. That night the patient was very de- 
lirious. There was slight abdominal distension, 
somewhat relieved by an enema. The crisis that 
day was satisfactory. The following day he was 
doing well. February 28, however, he was de- 
cidedly worse, delirious again, with many 
tracheal rales. February 29 there was solid con- 
solidation of the right upper lobe. The back 
was not examined, as he was too ill to be turned. 
The morning of March 1 he rallied wonderfully, 
but later in the day failed, and early the follow- 
ing morning died. 
_ Discussion 
BY DR. MAURICE FREMONT-SMITH 
NOTES ON THE HISTORY 


The patient was probably very fortunate in 
getting through his pneumonia so easily, with 
such an alcoholic history. Many of the cases ia 
the influenza epidemic that went bad were those 
that had a long history of alcoholism. It is in- 
teresting that his lungs were clear at discharge. 
Cases of influenza rather frequently developed a 
post-influenzal pneumonitis persisting ‘over a 
period of months, sometimes six or eight months ; 
with rales, usually through the lower ‘portion 
of one lung, oftentimes even with a history of 
hemoptysis and loss of weight, — conditions 
which would indicate the possibility of tubereu-. 
losis. -The lesion however occurred in the lower 
or midportion of the lung. These cases seldom 

developed tuberculosis. They usually recovered 
under ordinary hygienic treatment, after a 
eouple of months. 

‘Of course the ‘‘pleurisy,’’ especially if a pleu-| | 
risy with effusion, would suggest tuberculosis i in 
the background. 

Nycturia twice may or may not mean some- 
thing. Many people get up twice in the night’ 
if they are nervous and wakeful. — 

At the time of his second entry it is apparent 
he had something more than a superficial infec 
tion two months before. A furuncle of the icnee| 
or a prepatellar bursitis would have cleared up. 
We have to consider tuberculosis of the ‘epi- 
physis and joint. We have also to consider 
chronic osteomyelitis, but usually the latter 
starts in much more acutely. Both of those 
conditions are more common in children and 
young adults than in a man of fifty-five. 

A large hernia is often not so much to be 
dreaded as a small one. The ring in the large 
hernias is apt to be wider and consequently 
there is less danger of strangulation; although 
any hernia is a potential source of danger, and | 
except in those in whom there is a definite con- 


dition, any hernia should rather be repaired 
than held i in place with a truss. 

He had been only five days in the hospital at 
the time the splint was taken off. He must have 
had a secondary pyogenic flare-up, because five 
days in a splint with an icebag applied quieted 
down the situation so that he was discha 

It was probably a secondary infection. 

At the third entry we have an old man who 
gets up in the morning feeling sick, dizzy, then 
vomits. He probably had fever at that time. 


NOTES ON THE PHYSICAL EXAMINATION | 


His respirations ranged from twenty to fifty. 
Miss Painter: The first two days it was from 
thirty to forty-four. 

Dr. Fremont-Smitu: He comes into the hos- 
pital with a temperature of 103 degrees and in- 
definite signs in his chest. Especially in those 
past middle life, vomiting is very commonly the 
first symptom in pneumonia. I should feel Y hat 
this man had a pneumonic patch in his lung.. 
The. measurements show a somewhat enlarged 
heart. The electrocardiogram does not tell us 
much that we did not find at physical 

tion. 


‘There is no definite fixation of gravity.. of 
course it is impossible to tell from the micro- 
scopic examination of the urine during an acute 
infection like pneumonia how much is simply 
due to the immediate acute infection. One could 
well have the slightest possible trace of albumin, 
leucocytes, some red cells and brown granular 
easts in a urine from a kidney not in itself the 
seat of any grave disease, but temporarily poi- © 
soned by the toxin of pneumonia. The fixation 
of the specific gravity would suggest that there 
was an underlying chronic nephritis. 

' The non-protein nitrogen is definitely high, 
not excessive. 

The X-ray of the chest was taken on the day 
of admission. I should very much suspect this 
area of being a beginning pneumonia. Both 
{apices are pretty dull and the lung markings 
are fairly well defined. I do not think we can 
jexclude an old pulmonary tuberculosis here. 

The heart is definitely out to the left, corre- 
sponding with the physical findings. 

They felt that here was an old man with pneu- 
monia, with an enlarged heart, liver down, and 


cyanosis. On this basis they decided to digi- 
talize him. To digitalize we give a and a 
half for every ten pounds as rapidly as seems 


necessary. For a patient who needed it at once 
it might be given in two massive doses three 


traindication, age, or cardiac or pulmonary con- 


"The blood presure went up to 240, 


1089 
hours apart, and we should expect an effect in 
he next four hours. Later he was given one 
and a half grains a day, which is the approxi- : 
mate amount the 7 breaks down during the ; 
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DIFFERENTIAL DIAGNOSIS 


We have here a man of sixty with an alcoholic 
history, with a lesion on his knee, a draining sinus 
that has persisted for three years, a heart some- 
what enlarged, a large liver, the signs of marked 
arterioselerosis, and with an acute pulmonary 
infection. 

We shall find probably tuberculosis of the 
knee, bronchopneumonia with old tuberculosis 
of the lung, marked arteriosclerosis; probably 
- eirrhosis of the liver. That may account for the 
enlarged liver rather than a cardiac decompen- 
sation. Probably he has also an enlarged spleen. 

A Srupent: May the swelling of his leg be 
due to phlebitis? 

Dr. Fremont-SmitH: The left leg was swol- 
len. I should rather expect to find a tuberculous 
osteomyelitis as cause rather than a phlebitis 
secondary to his acute infection. Phlebitis in 
pneumonia usually comes on late. 


A Srupent: Why is his pneumonia not a 


tuberculous process? 


Dr. Fremont-Smitn: It is possible that the}. 


pneumonia may be tuberculous. As a matter of 


fact tuberculous pneumonia very frequently} 
The diagnosis of ly 
lobar pneumonia is made and the doctor waits} 


simulates lobar pneumonia. 


for the crisis, and the crisis does not come. The 
patient becomes anemic, the fever persists, the 


signs do not clear up, and finally the sputum is: 


examined for tubercle bacilli. It is a good point, 


for it is well worth while examining the sputum}, 


for tubercle bacilli in lobar pneumonia. 

A Srupent: Why was. the patient so cy- 
anotic? 

Dr. It would rather 
for a diffuse bronchial pneumonia. e cases of 
influenza that used to come in very sick were in- 
tensely cyanotic. They had no pneumonic patch 
at first, but a diffuse bronchial infection with an 
excess of fluid throughout the lung. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Lobar pneumonia. 
DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 


Arteriosclerosis, 

Hypertrophy and dilatation of the heart. 
Bronchopneumonia. 

Old tuberculosis: of the lung. 
Tuberculosis of the knee? 

Enlarged spleen ? 

Cirrhosis of the liver? 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Arteriosclerosis, 
Arteriosclerotic degeneration of the aortic and 
mitral valves, 


‘la moderate amount in the aortic valve. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Lobar pneumonia. 

Edema of the lungs. 

Arteriosclerosis of the vessels of Willis. 
Wet brain. 

Soft hyperplastic spleen. 


3. Historical landmarks 


Right inguinal hernia. —~ 
Slight chronic peritonitis. 
Chronic pleuritis, 


Dr. Ricwarpson: The examination of the 

| head showed marked infiltration of the pia with 
thin pale fluid and some fluid at the base. The 
vessels of Willis and their remote branches 


sclerosis. The brain weighed 1450 grams, the 
tissue wet, and with one of the ordinary causes 
for such a condition, marked arteriosclerosis of 
the vessels of Willis. 


In the region of the lower third of the left 
leg there was some deformity of the bone, said 
‘to be old osteomyelitis. Just above the left knee 


itoneal cavity. The only interesting thing 

‘was that the cecum, the appendix, and the lower 
end of the ileum rested down in the scrotum. 
They were easily removable except for a few old 
adhesions to the scrotal wa.i; that is, a right in- 
guinal hernia, easily removable except for a few 
adhesions. 

There were only a few scattered old pleural 
adhesions. The bronchial glands were slightly 
enlarged, pigmented, soft and juicy, and showed 
no evidence of tuberculosis. 

The upper and middle lobes of the right lung 
showd gray-red granular resistant tissue yield- 
ing mucopurulent material,—frank lobar pneu- 
monia—and over these areas of pneumonia 
fibrinous pleuritis. The lower lobe and both 
apices were negative. There was much edema. 

The heart weighed 430 grams, and was moder- 
ately enlarged, the myocardium brown-red and 
lax. The valves were negative except for the 
usual arteriosclerotic degeneration, which in this 
case was rather well marked in the mitral with 
The 
heart showed moderate dilatation on the right. 
The coronaries were free, but showed scattered 
along the walls fibrous and fibrocalcareous 
sclerosis with some diminution of the lumen in 


 § 


| 
| 
showed marked fibrous and fibrocalcareous 
| [| 
: the inner aspect small brown-red crusts part- 
F elesed over small sinuses. extending into the 
beutaneous tissues. These sinuses were dry 
: and admitted the probe for only a short dis- 
; ‘tance. The left leg, where the deformity was, 
i ‘was a little longer than the right. 
i The examination was made 29214 hours after 
r death ; post-mortem discoloration was present in 
| the anterior abdominal wall. 
: There was a little bile-stained fluid in the per- 


pe 
+, 
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places. The aorta and t branches showed 
more or less arteriosclerosis. It was well marked 
in the splenic artery. 

The liver was rather large, weighing 2005 
grams. The tissue was of good consistence how- 
ever, and pale brown-red. The microscopic ex- 
amination was negative. The spleen weighed 
315 grams—moderately enlarged—the tissue 

— mushy, soft, going of course with the 
ection. 

Dr. FrREMONT-SmiITH: Was any investigation 
made of the knee? 

Dr. RicHarpson: No; it was a chronic con- 


ion. 

Dr. Fremont-Smirn: Would you call that 
a chronic osteomyelitis with no evidence of tu- 
berculosis ? 

Dr. Ricuarpson: I should think it probably 
was. Was a culture or cover 
from the acute process? 

Dr. Fremont-Suitn: No, it was not. 


CASE 10253 


An Armenian housewife of twenty-three en- 
tered October 24. She spoke no English and 
was not codperative. The history was given by 
a relative who acted as interpreter and by the 
patient’s physician. The chief complaint was 
dizziness of seven months’ duration. 

F. H. Good, 


P. H. Exeept for smallpox at the age of two 
years she had always been perfeetly well. 


P. I. Two years ago while in Constantinople 
she began to have headaches, which had persist- 
ed. Sixteen months ago she married and came 
to this country. Seven months ago she gave 
birth to a healthy twelve pound baby at full 
term. The physician, who saw her for three 
months before her delivery, said that she was 
at that time apparently in perfect health. She 
was delivered by instruments under ether anes- 
thesia after a hard labor of thirty hours. Dur- 
ing the following twelve days she had a normal 
convalescence, and was on the 
twelfth. Ever since her delivery the headaches 
had been worse, she had had much dizziness, 

rsistent somnolence, and failing health. The 

hes were over her eyes, bilateral and sub- 
occipital. Four weeks after the delivery the 
physician was called and found her comping 
of frontal headache and attacks of a 
ness coming especially when it was dark. At 
that time Romberg was negative, knee-jerks nor- 
mal, umbilieal reflexes present, no Babinski. 
From one month to four months after her de- 
livery she had spoptaneous orgasms Once or 
twiee daily, coming especially when she was 
angry. Three months after delivery: she had 
slight fever for a few days. Four months ago 


glass ever made | speak 


he was called again, The dizziness had in- 


or Romberg. The blood pressure and urine were 

normal. Wassermann negative. The physi- 

for the past three weeks 

had been failing. The relative said that 

when very dizzy she could see nothing; other- 


i 


wise her vision was good. For a few months 
she had had obstipation. For two months her 
hands had trembled se that she was unable to 
button her elothes. For three weeks she had 
felt cold. For one or two weeks she had had 
some incontinence and difficulty in eontrolling 
the bladder and swaliewing. Liquids were re- 
gurgitated through the nose. She could not 

quiekly, and repeated sentences many 


deviated to the right. Marked pyorrhea. In- 
guinal glands palpable. Both breasts filled with 
milk, the right caked. Heart. Apex impulse 
and midclavicular line not recorded. No en- 
largement to percussion. A systolic murmur ali 
over the precordia, loudest at the apex. Lungs. 
Bronchovesicular breathing at the left apex 
posteriorly. Abdominal wall very lax. Vaginal 
examination showed nothing of importance. Pu- 
pils normal. Reflexes. Knee-jerks and ankle- 
jerks lively and equal. No patellar or ankle 
clonus. Babinski, Oppenheim and Chaddock* 
very suggestive on both sides. Gordon negative. 
No spasticity, atrophy or fibrillation. Arm 
reflexes lively and equal on both sides. Umbili- 
eal reflexes Senate abdominal wall). Fin- 
ger to nese test, ~— brought to nose in al- 
most zig-zag line. bar many Sager pat 
on nose, though at first this mark was widely 
missed. No Various movements 
for adiadoko ia done very slowly, but both 
hands in time. Romberg positive, Gait un- 
steady and slightly staggering; preferred to 
hold to something when walking. 

Before ation J. 97.3°-100°, P. 60-100, B. 
normal. post-operative chart is shown be- 
low. Before urine, normal amount, 
sloudy at ome of two examinations, sp. gr. 1.006- 


*Chaddock’s sign. The outside of: the 
poaitive test gives the same reaction as the 


te otroked. A 


1091 
the patient could hardly walk, and had a ten- 
deney to fall forward. There was no Babinski 
orgot quickly. She did not however act as } 
though she were insane. She oecasionally heard 
sotghinnipentanigiibinniestainty noises in her ears. For a week she had not been 
nursing her baby. She was now hardly able to 
Po walk at all, falling in any direction. 
P. E. A well nourished woman well covered 
with blankets because of subjective coldness. 
Face scarred with pock-marks. Marked vertical 
and horizontal nystagmus, the latter especially 
marked when the eyes were turned to the left. 
Ptosis of the right eyelid. When the eye was 
turned upward the lid rese well. Slight sub- 
occipital tenderness on pressure. Nasal | 
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1.024, no albumin, sugar and leucocytes at one 
of two examinations ; blood, hgb. 75%, leuco- 
cytes 7,800-9,300, polynuclears 68%, reds and 
platelets normal. Wassermann negative. Stool: 
negative. Fundi. Two oculists found choked 
dises and tortuous veins in both eyes. Ear con- 
sultation. ‘‘No inflammatory reaction either 
drum.’’ Bardny tests were attempted, but failed 
because the patient was incodperative. X-ray. 
Outline and size of the sella turcica normal as 
far as can be determined. 


For several mornings after admission the pa- 
tient vomited immediately after breakfast. Sev- 
eral times the vomiting was reported to be pro- 
jectile. She ate very little unless she was fed, 
and swallowed with difficulty. By October 25 
the ptosis had disappeared. She complained 
constantly of headache. The morning of the 
29th the dises looked more blurred than at en- 
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trance. Finger to nose test was almost norma. 

November 1 sensory examination showed the 
tactile and temperature senses very nearly nor- 
mal. The whole left side of the body including the 
face was hyperalgesic to pin prick. There was no 
Romberg; she was unsteady on her feet with 
her eyes either open or shut. She had a tenden- 
cy to go to the left when she walked. There wa» 
ataxia of the limbs, especially on the left. Deep 
muscle sense was normal. The headache was 
not relieved by six grams of sodium chloride. 
The night of November 3 she had projectile 
vomiting. November 6 she seemed brighter. 
Right facial palsy seemed certain that morning. 
The headache and vomiting continued. The 
choking of the discs was definitely increased 
since the first examination. The right fundus 
presented an area of hemorrhage. 

November 17 operation was done, and No-! 


vember 21 a second operation. November 22 
the patient was conscious, but breathing badly, 
with much mucus in the ‘throat. November 24 
the breathing became Cheyne-Stokes, the pulse 
became more rapid and of poor quality. The 
blood pressure rose from 130/75 to 160/83. She 
failed steadily, and November 25 died. 


Discussion 


BY DR. W. JASON MIXTER 


NOTES ON THE HISTORY 


This is a perfectly typical history of slowly 
beginning increase in intracranial tension, with 
later dizziness and a beginning, finally a rather 
extreme, ataxia. There is a statement here that 
she fell to the left. That was noticed at only 
one time. Apparently when she came to the 
hospital she would fall in any direction. The 
presence of so much dizziness and ataxia would 
suggest a subtentorial lesion rather than a le- 
sion above the tentorium. I think that is the 
only indication as to localization of any brain 
lesion which one can get from the history alone. 
Of course the commonest cause of increased in- 
tracranial tension in an otherwise well perees 
at that age is neoplasm. 


NOTES ON THE PHYSICAL EXAMINATION 


I think we can call attention here to the nys- 
tagmus and the ptosis of the right eyelid. The 
nystagmus to my mind is probably the more 
important, although that is not by any means 
sure. Nystagmus of course is a very important 
sign when present. When associated with in- 
creased intracranial tension it strongly suggests 
a subtentorial lesion, though we must always 
remember that nystagmus is very common in 
multiple sclerosis. 

The slight suboccipital tenderness is sugges- 
tive only. 

Is there anything important in the heart ex- 
amination, Dr. Cabot? 

Dr. Caso: I don’t think so. 

Dr. Mixter: There is a very definite ataxia 
with falling and not very much else. 

Is there any statement as to the amount of 
swelling of the fundi? 

Miss PaInTER: It was four to five diopters. 

Dr. Mixter: That is the first thing of impor- 
tance we have struck. Four to five diopters of 
swelling in both eyes is extreme swelling. It 
shows that there is marked increase in intra- 
cranial tension and that the sight is being very 
rapidly lost. There is no statement as to the 
‘condition of the eighth nerve, which is impor- 
tant and which we should like to know. 

AN INTERNE: Hearing was present, both 
sides, with bilateral tinnitus. 

Dr. MixTER: There are two very important 
observations. Tinnitus is important as indicat- 


ing a subtentorial lesion, and the hearing pres- 
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ent both sides is important as ruling out any 
real destruction of the eighth nerve. 

Projectile vomiting, of course, goes with the 
increased intracranial tension, and is corrobora- 


tive. 

**She swallowed with difficulty,’’ and going 
back in the history we remember something that 
I passed over without noticing—that she had 
swallowed with difficulty and regurgitated 
through the nose. We should like very much to 
know whether there was palatal pennies. 


Dr. James B. Arer: The gag reflex was 
present. 

Dr. MrxtTer: The hyperalgesia is a definite 
abnormality. I don’t think I should like to ex- 
plain that. 


Dr. Casot: Isn’t that more above the ten- 
torium than below? . 

Dr. MixtEr: Unless it is due to tract pres- 
sure somewhere. She had a tendency to go to 
the left when she walked again, which would 
indicate the left side of the cerebellum. 

There was right facial palsy and a left ataxia. 
I think one would have expected a left facial 
palsy rather than a right, with a left lesion. 

This is probably a subtentorial glioma involv- 
ing the cerebellum itself I should say, rather 
close to the median line. It might well origi- 
nate in the vermis of the cerebellum with more 
extension to the left than to the right. I think 
the commonest subtentorial tumor involving 
brain tissue, in other words eliminating the 
meningiomas and the acoustic neuromas, is 
glioma originating in the vicinity of the vermis. 
—either a glioma or in children neuroblas- 
toma—and I should say that this tumor proba- 
bly falls in this class, namely a tumor of the cer- 
ebellum itself rather than one pressing on the 
cerebellum, probably a glioma and probably 
originating fairly near to the median line. 

Dr. Ayer: I think Dr. Mixter used the word 
‘‘ataxia’’ meaning ‘‘cerebellar ataxia.’’ This 
was one of those cases in which we could demon- 
strate conclusively that we were dealing with 
cerebellar asynergy and not ataxia due to loss 
of deep muscle sense. 


DR. MIXTER’S PRE-OPERATIVE DIAGNOSIS 
Tumor of the cerebellum (glioma?) 
PRE-OPERATIVE DIAGNOSIS NOVEMBER 17 
Cerebellar tumor. 
FIRST OPERATION 


Ether. One-and a half inch incision over 
right occipital region down to periosteum. 
Bleeding controlled. Periosteum elevated. 
Skull trephined. Needle plunged through dura 
and brain substance for. about three inches, 
striking dilated posterior horn of ventricle. 49 
e.c. of fluid. evacuated under increased pres- 
sure. 30 c¢.c. of air subsequently injected. 


FurtTHER Discussion 


This was evidently a ventricular puncture 
for diagnosis by means of pneumo ventriculog- 
raphy. This would have no bearing on the | 
or right. It is simply a matter of getting fluid 
from and air into the ventricle. 

Dr. Merritt: In the X-ray examination no 
definite abnormalities in outline were visible. 

Dr. Mixter: With a cerebellar tumor we 
should expect very little if any abnormality in 
the outline. We should expect a dilatation of 
both ventricles, pretty symmetrical. 

Dr. Merritt: We should hope also to be able 
to demonstrate the third ventricle in order to 


make sure that this obstruction was not a mid- 
brain pineal tumor or something of that sort. 
There is no mention of it here. This confirms 
the localization. I should expect in looking at 
the plate myself to be able to go a little further 
whether I can. 


than that; I am not sure 


PLATE I. Air-filled ventricles in antero-posterior view. (The 
negative is scratched.) ’ 


In the first plate there is a slightly dilated 
lateral ventricle, not much dilated. The sec- 
ond shows the other side; it does seem to be a 
trifle larger. The third plate is of the left iu 
the anterior-posterior position, dilated. Fourth, 
the anterior horns of both ventricles shown here 
dilated. The fifth shows a fluid level. I should 
not want to say whether I could eliminate the 
pineal body or not. I do not think we could 
eliminate mid-brain tumor on these X-rays. 
The object in taking these plates was to elim-- 
inate if possible the presence of a tumor de- 
forming or obstructing any of the ventricles. . 
The view of the ventricles in the anterior- 
posterior direction shows them normal. A little 
difference in size might be accounted for by a 
slight difference in the amount of air that had 
got into them. The ventricles may be both dis- 
placed to one side or the other of the median 
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line by the presence of tumor in one side of the 
head. Normally the air ought to go from one 
side to the other freely. These two plates of 
the head are taken on the side with the X-ray 
directed horizontally first on one side and then 
on the other. We see that the air passes from 
one ventricle to the other, which proves that the 
| is free. In a good plate, if the third 
._ ventricle fills with air it may be seen. I am not 
“§ sure whether we could see it on those plates or 
not. The views of the lateral ventricles taken 
in direct lateral position show them both a lit- 
tle large, and unfortunately we do not know 
just how large a normal ventricle ought to be. 


PLATE II. Ventricles in lateral view. (The negative is 
defaced.) 


Dr. MixteR: We know the ventricles were 

definitely dilated. 

Dr. MERRILL: This examination gives us the 

impression, however, that there was free pas- 

sage of air and a practically normal outline of 

the ventricles; these were probably a little 

large; and I think the examination helps us to 

exclude the presence of a mass above the ten- 

torium which would deform the ventricle or 

obstruct the passage of fluid or air from one 

side to the other. The point of obstruction ap- 

pears to be low down. That is about the most 

significant thing we have been able to find in 

many of these cases. We like to say whether 

above or below the third ventricle if possible. 

Occasionally we can. 

Dr. Mixter: I think what Dr. Merrill says 

is absolutely true. In this particular case we 
demonstrated to my mind conclusively the pres- 
ence of internal hydrocephalus, a symmetrical 
or nearly symmetrical hydrocephalus without 
deviation, and that throws our lesion downward 
to the base. In other words, a lesion blocking 
the ventricular system below the middle of the 
third ventricle. If we could show the third ven- 
tricle well we could say that it was at the aque- 


duct or below. I will come out pretty definitely 
now for a glioma. 


DR. MIXTER’S PRE-OPERATIVE DIAGNOSIS 
Glioma of the cerebellum. 

PRE-OPERATIVE DIAGNOSIS NOVEMBER 21 
Brain tumor. 


Ether. Cross-bow cerebellar incision made 
somewhat lower down than usual on account of 
recent incision for tapping of ventricle. In 
freeing the flaps of scalp and spino-occipital 
muscles there was considerable bleeding. 
Enough bone was removed to expose both cere- 
bellar hemispheres, pons and medulla. A por- 
tion of the posterior wall of the foramen mag- 
num and the posterior third of the axis were 
also removed with some difficulty because of 
the absence of proper instruments. The _in- 
tervening bone was evidently considerably thin- 
ned by pressure. The dura was under tremen- 
dous tension. A blunt needle was introduced 
into each lateral ventricle without relieving the 
pressure, only a small amount of fluid being 
obtained. On incising the cistern a _ large 
amount of cerebrospinal fluid escaped. This 
completely relieved the tension, the cerebellar 
hemispheres then receding and becoming quite 
soft. Nothing resembling tumor was palpated 
in either lobe of the cerebellum. The inte- 
rior of both lobes was explored, but nothing 
resembling tumor was found. No tumor seen 
in either recess. Exploration of the median 
line was begun and nothing found. At this 
point a vessel deep down in the cistern was 
nicked and considerable hemorrhage ensued. 
This was finally checked by snapping and pack- 
ing, and at the close of the operation was com- 
pletely stopped. Exploration of the median 
line was not carried on quite so far as was an- 
ticipated on this account. Wound closed in 
layers without drainage. Condition of patient 
at end of operation was fairly good. 


FurRTHER Discussion 


In other words we have a negative explora: 
tion of the cerebellum as far as the cerebellum 
ean be explored, a negative exploration of both 
recesses of the vermis, although the exploration 
of the vermis was not carried out as much as 
usual. When we consider the anatomy of the 
brain stem and cerebellum we realize that a 
tumor below the tentorium in front of the pons 
or in front of the cerebellum must be overlooked 
in many such explorations, because one cannot 
get more than a certain distance around the 
cerebellum with retractors without causing ex- 
treme damage and hemorrhage. We can usually 
get far enough up to demonstrate the lower 
cranial nerves, but we cannot get well in front, 
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particularly in a case where there is any great 
amount of increased tension. 

This patient very evidently died of increased 
pressure in the vicinity of the pons and med- 
ulla from hemorrhage or from trauma or from 
a combination of the two and the pressing down- 
ward of the brain stem by the hydrocephalus, 
which had undoubtedly filled up again. 
three conditions undoubtedly have to be taken 
into consideration; although it was possible to 
evacuate the hydrocephalus that undoubtedly 
fills up within a few hours, and it is not wise to 
try to do too much to these patients after op- 
eration, because they do not stand further sur- 
gery well at all. I should say she died prob- 
ably of a combination of trauma, edema, and 
the filling up of the ventricles and the pressing 
downward of the lower brain stem. I think 
it is fair to say that such a patient would be 
discharged as dead by me still with a ne 
of brain tumor. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Cerebellar tumor. 
Operation, cerebellar decompression for cere- 
bellar tumor. 


DR. W. JASON MIXTER’S DIAGNOSIS 
Brain tumor. 
ANATOMICAL DIAGNOSIS 


Pedunculated cystic fibroma of dura of right 
middle fossa. 

Pressure on right crus, pons and cerebellum. 

Operation wounds. 


Dr. RicHarpson: We were permitted to ex- 
amine only the head. 

The scalp generally was edematous. There 
was a large trephine opening at the base of the 
operation wound. On the right side section of 
the tentorium exposed a cyst-like tumor the 
pedicle of which sprang from the region of the 
dura along the right-hand side of the sella tur- 
cica. The tumor rested between the basilar pro- 
cess and the brain stem. It pressed on the right 
crus, the upper part of the pons and down alony 
the pons on the right side and the superior sur- 
face of the right cerebellum. The brain tissue 
in this region presented a pressure cavity. The 
mass measured 6.5 by 4.5 by 4 cm. The brain 
weighed 1215 grams and except as mentioned 
was negative. 

The material from the cyst was examined 
for hooklets and was negative. Microscopic ex- 
amination of the tumor showed it to be a pe- 
dunculated cystic fibroma. 

tumor, Dr. Ayer? 

Dr. AYER: It was a very unusual tumor. It 
contained yellow, thick, gelatinous material 
which as Dr. Richardson said showed no hook- 
lets and only a few scavenger cells. Its walls 


showed connective tissue, and the obvious at- 
tachment was the dura. Its point of origin 
seemed to be the dura or ibly the arach- 

noid in the region of the sella, but it extended 
posteriorly and presented in the region of the 
right middle fossa. Although I have called it 
a tumor it evidently was a benign cyst. The 


All| increasing symptoms were probably due to the 


fact that it contained fluid and thus acted like 
a tumor. The tissue did not seem to be malig- 
nant in any way. 

Dr. MixtEr: The removal of such a cyst 
would have been splendid; but unfortuna 
the approach to a lesion in this situation is 
ficult and often impossible. 


OKELtL, C. C.; 


rapid control of diphtheria gooey in 
summarize their points as f 

In an outbreak of diphtheria: 

1. Schick test all patients. 

2. If possible swab all patients, throat and nose. 

3. Next day, isolate in one ward all “Schick neg- 
ative” patients. 

4. For a few days, see twice daily all “Schick 
positive” reactors. 

5. Test for virulence all positive swabs from 
“Schick negative” reactors; release “avirulent” but 
rigidly isolate all “virulent carriers.” 

6. Commence at once to inject toxin-antitoxin 
mixtures into all “Schick positive” ©.) 


TUBERCULOSIS OF THE BREAST 


Raw, N. (British Medical P crass April 12, 1924), 
: —- tuberculosis of the breast, concludes as 

ows: 

by the bovine 

2. but is the result of lym- 
phatic extension from the glands of the neck or ax- 
illa (excepting in the rare cases of general miliary 
infection). 

3. In common with all other forms of surgical 
tuberculosis caused by the bovine bacillus, it re 
sponds readily to trentiingns by a tubercle vaccine 

prepared from an attenuated culture of human on 

nu or a long until an active immunity 
is established. C.] 
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Dermatological Society ; president of the Chi- 
cago Medical Society in 1918 and of the Ameri- 
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THE PRESIDENT OF THE AMERICAN 
MEDICAL ASSOCIATION 


Dr. Wr11AM ALLEN Pusey, descendant of a 
family of pioneer Kentuckians, was born in 
Elizabethtown, Ky., in December, 1865. His 
father was a physician. On his mother’s side 
there is another president of the American Med- 
ical Association, for her grandfather was also 
the grandfather of Dr. John T. Hodgen of St. 
Louis, one of the most famous surgeons of his 
day, a president of the Association and the in- 
ventor of the Hodgen splint. 

Doctor Pusey was awarded membership in 
Phi Beta Kappa and received the A. B. degree 
from Vanderbilt University. He was graduated 
with the M. D. degree from the University of 
New York City, in 1888. He began practice in 
Chicago in 1893, having spent’ one of the inter- 
vening five years in family practice at his birth- 
place, after his father’s death, and the other 
four years in postgraduate training in New 
York and in Europe. Since 1893 he has con- 
fined his practice to diseases of the skin. He 
was, for many years, professor of dermatology 
in the University of Illinois, resigning his pro- 
fessorship, on his own initiative, a few years 
ago; since that time he has been professor of 
dermatology emeritus in the University. He was 
treasurer of the American Medical Association 


can Dermatological Association in 1910. 


DR. WILLIAM ALLEN PUSEY. 


Dr. Pusey has been a constant contributor to 
dermatological literature. He was a pioneer in 
the therapeutic use of X-rays and his book, 
‘‘Therapeutic Use of X-rays,’’ published in 
1903, covered most of the uses of this agent in 
treatment that have been found available. 
work, as recorded at that time, constituted a 
landmark in X- -ray therapy. It not only pre- 
sented many new uses of X-rays such as its ap- 
plications in leukemia and Hodgkin’s disease, 
in which he was the first to employ it, but it had 
also the merit of presenting no claims which had 
to be withdrawn in the light of later knowledge. 

Since its foundation he has been the editor 
of the Archives of Dermatology and Syphil- 
ology, perhaps the greatest journal on skin dis- 
eases now published. 

His treatise on the Principles and Practice of 
Dermatology is in its fourth edition and is one 
of the standard works on the subject. 

Dr. Pusey was invited by the Surgeon-General 
of the Army to take charge of venereal and skin 
diseases in the army in this country, and was 
the author of the practical and effective pro- 
gram for the handling of the venereal problem 
in the army in the United States during the 
World War 

His chief side interest seems to be colonial 
history. He has written a book, ‘‘The Wilder- 
ness Road to Kentucky,’’ which embodies the 
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results of his own researches in determining 

in and recording the location of that old 
road, the first land route into the Mississippi 
Valley. A few years ago he erected a monument 
to Sarah Bush Lincoln, the foster-mother of 
Abraham Lincoln, at Elizabethtown where she 
was born and near the place in which Abraham 
Lincoln was born. This monument, Ida Tarbell, 
in her Footsteps of Abraham Lincoln, says is 
the first memorial erected in honor of that wor- 
thy woman. 


THE COMMUNITY HEALTH ASSOCIA- 
TION 


Tuis organization consisting of an amalgama- 
tion of the Instructive District Nursing Asso- 
ciation and the Baby Hygiene Association has 
published its report for the first year _— its 
work. The Instructive District Nursing Asso- 


_ ciation has existed thirty-eight years and the 


Baby Hygiene Association for fifteen years. 
Both are charitable corporations. 

The combination of these agencies was 
brought about in order to secure better results 
and economy in administration. The functions 
of the Association are preventive and educa- 
tional health work and personal service to the 
sick. The Association is in close codperation 
with the Boston Board of Health. The concrete 
plans for health service as endorsed by the 
management are as follows: 


1.. That of all health work 
into a close relationship with the local Depart- 
ment of H th programs 
must be codrd 

2. Pr 


ivate doctors must be brought into inti- 


‘Promotion of periodic physical examine. 


3. 

4. “General adoption of the use of prophylactic 
sera (e. g., toxin-antitoxin producing immunity 
from diphtheria). 


5. Teaching of health to the individual in 
home, school and working place. 

During the year 439,692 visits were made to 
52,286 patients ; 2175 baby and child health con- 
ferences were held with an attendance. of 
62,957 and 250 mothers’ classes and 303 pos- 
ture classes were conducted. 

The remedial and preventive work called for 
approximately even service. The chief results 
are shown in a lowered mortality from 3.33 to 
2.07 per 1000 cases cared for and a lowered in- 
fant mortality to 19.7 per 1000 cases. <A better 
showing of 11.7 is referred to as found in the 
group which had prenatal care. 

An appeal is made for a larger number of vol- 
unteer workers, although nearly 500 are helping 
to carry on the work. 

In common with most charitable enterprises 


_ available funds were not sufficient to meet the 


cost of the service furnished. The Association 
had a deficit of $26,000. 


Miss Mary Beard, General Director, in her 
report presents the underlying motive of the 
organization in these words: 


The work represented in these reports is sav- 
ing lives, promoting positive health, preventing 
disability and dependency. It is only partly 
developed for lack of funds to extend it. As our 
minds dwell upon the need for such extension, 
we turn to the hope of further and more com- 
plete codérdination of work through the Health 
League and the new health centers which are a 
part of the Department of Health. 


_ The report as a whole is a demonstration of 
great accomplishments and should be read by 
all who are interested in public health service. 


HEALTH SUGGESTIONS FOR SUMMER 


THOSE doctors who consider themselves guard- 
ians of the health of their patients may properly 
drop a few words of advice regarding the im- 
portant matters which the laity should know 
during the several seasons. 

Parents should more generally instruct chil- 
dren in the hazards of summertime, and mm 
need to be reminded of their responsibilities. 
While certain diseases are less prevalent in warm 
weather, the larger scope of outdoor activities 
brings the dangers incident to bathing, automo- 
biles, drinking infected water, the use of fruit 
and vegetables in unwholesome condition, and 
the danger of contact with ivy and dogwood. 

It is evident that children are often neglected 
although apparently representing families in 
comfortable circumstances. Automobile acci- 
dents especially furnish a text for instruction, 
for the reason why there are not more children 
killed or injured is due more to the caution of 
operators than to careful behavior on the part of 
children. 

Typhoid may be a vanishing disease, but it is. 
not down to an irreducible minimum among re- 
turning vacationists and summer diarrhoeas still 
exist. Proper clothing is a subject worthy of 
discussion. 

A word in time may be of great value. 


MISCELLANY 


TESTS ON WEAKLY RADIOACTIVE 
PREPARATIONS DISCONTINUED 


Tests on waters, muds, slimes, and -other 
weakly radioactive materials have been discon- 
tinued by the Bureau of Standards Radium Lab- 
oratory, and will be made henceforth only in 

cases of special importance. Such tests are not 
ccnstadeck of sufficient public benefit to justify 
making them in a government laboratory, while 
there is thought to be some danger of the re- 
sults being used in fraudulent or questionable 
advertising. 

Some of the materials submitted for test re- 
cently have proved to be about as radioactive as 
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the Washington city water supply. The Bureau 
of Standards ventures no opinion as to how lit-|@ 
tle radioactive material a substance may con- 
tain and still possess therapeutic value, as such 
questions must be settled by the medical profes- 


sion. With many people, however, the mere} (> 


statement that a preparation is ‘‘padioactive’’ is 
sufficient. They do not realize the importance 
of the amount of radioactivity, nor that most 
ivity small 
amounts. 

Tests on preparations of sufficient strength to 
be of unquestioned therapeutic value are being 
continued as formerly.—Depariment of Com- 
merce, Washington. 


ADVANCED DEGREES 


Durine the next decade, hundreds and thou-|7 
sands of men and women will enter various 
kinds of public health work. A few will come 
from schools of public health with the M. D., D. 
P. H., or other special public health degree. A 
much larger number, probably, will enter public 
health work directly ion private medical prac- 
tice, from private nursing and from other occu- 
pations verge | to public health work, without the 
advantages of special training for which an ad- 
vanced public health degree stands. 

The public health summer school has been es- 
tablished for such persons, also for physicians 
and others who have already entered the field of 
public health—sometimes rather suddenly— 
without having had the opportunity of special 
academic Those of either group may 
select at a conveniently located summer school 
two or more courses which will prove to have 
immediate value in public health work or in any 
form of preventive medicine, irrespective of the 
academic credit to be gained. Many, perhaps, 
will wish to consult at once the dean of the 
graduate school of the university at which they 
decide to do their work, so that a program of 
courses may be arranged which will lead to the 
C. P. H., A. M., M. S., Ph.D., Se.D., D. P. H. or 


other advanced degree. 


Most of the courses given by the University 


of California and the University of Michigan | w 


may be counted towards an advanced degree 
Neariy all the courses offered by Columbia Uni. 
versity and the University of Iowa are regular- 
ly scheduled for credit; those not specifically so 
indicated may be taken for credit by arrange- 
ment with the appropriate department or the 
dean of the college concerned. 

Circular distributed by direction of H. S. 
Cumming, M. D., Surgeon General, P. H. S.. 


IMMUNIZATION OF CHILDREN OF PRE-SCHOOL 
AGE AGAINST DIPHTHERIA 


The Boston Health Department is to start a cam- 
paign throughout the city this summer to protect 
the children between six months and five years of 
age against diphtheria, and especially the children 


who are to enter school next September. Many re- 
quests from parents all over the city have been 
received by the Health Commissioner to grant them 
the same privilege of protecting their children in 
this age group as has been afforded the children of 
school life, and this opportunity has been arranged 
for with the hope that parents will avail themselves 


it. 

This diphtheria prevention work will be under the 
direction of Dr. John A. Ceconi, Director of the 
Bureau of Communicable Diseases, whose staff of 
physicians and nurses have given over 250,000 treat- 
ments without one bad result. It is su that 
private physicians throughout the city do this work 
in their practice. If parents cannot afford the ser- 
vices of a private physician, and if private physicians 
cannot afford the time for this work, children of this 
age group can be protected against diphtheria at the 
following school buildings at 10 o’clock A. M. on the 
dates stated below. 


T. A.—First, June 23; second, June 30; third, July 7: 
Comins—Terrace and Tremont Sts., Rox. 
Dudley—Dudley and Putnam Sts., Rox. 


St., Rox. 


T. A—First, June 25; nee gs Ae | third, July 9: 
Edmund P. Tileston—Babson Babson St., Mat. 

Stoughton—River St., Mat. 

Trescott—Rosemont St., Mat. 

Robert Swan—Thetford. Ave., Dor. 


T. A.—First, June 26; second, July 3; third, July 10° 
William E. Russell—Columbia Rd., Dor. 

Phillips Brooks—Perth St., Dor. 

Francis Parkman—Walk Hill St., J. P. 

John D. Philbrick—Philbrick St., Rox. 


T. A—First, June 27; —_- 11; third, Aug. 4: 
Damon—Readville St., 


Fairmount—Williams Ave., H. P. 
Henry Grew—Gordon Ave., H. P. 


T. A—First, July 14; second, July 21; th J 28: 
Andrews—Genesev St., City. 
Michelangelo—Charter St., N. E. 
Hancock—Parmenter St., N. E. 

Bowdoin—Mpyrtle St., W. E. 


T. A.—First, July 15; 3 aonene July 22; third, July 29: 
ashington—Norman and South Margin Sts., W. E. 

Wendell Phillipe —Phillips St., W. E. 

William Blackstone—Blossom St., W. E. 

Peter Faneuil—Joy St., W. E. 


T. A.—First, July 16; second, July 23; third, 
John J. Williams—Groton July 


Wait—125 Shawmut Ave. 
Frothi 


ngham—Prospect St., Chasn. 
Prescott—Elm St., Chasn. 


T. A.—First, July 17; second, July 24; third, at 
Blackinton—Blackinton and Snyder Sts., E. B. 
Emerson—Prescott and Bennington Sts.,. E. B. 
Samuel Adams—Webster St., E. B. 

Theodore Lyman—Paris and Gove Sts. 


T. A.—First, July 18; second, July 25; oo & 
Daniel Webster—Porter and Sts 
Philip Sheridan—Prescott and Trenton Sta E. B. 
Choate Burnham—tThird St., South Boston. 

Cyrus Alger—Seventh St., South 


& 


; 
it 
PRE-SCHOOL AGE SCHEDULE 
i lis Mendall—School St., Rox. 
arragut—Fenwood Rd., Rox. 
. A—First, June 24; second, July 1; third, July 8: 
4 ayette—Ruggles St., Rox. 
acretia Crocker—Parker St., Rox. 
athan Hale—Cedar St., Rox. 
Villiam Eustis—George 
| 
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DISEASES REPORTED TO MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH 


Week Enpvep June 7, 1924 


Disease No, of Cases 


Anterior poliomyelitis 1 
Chickenpox 1 


anti-rabic treat- 


ment 11 

Encephalitis lethar- . 
ca 

Epidemic cerebrospi- 

nal meningitis 3 
German measles 66 
Gonorrhea 92 
Influenza 6 
Malaria 1 
Measles 835 
Mumps 237 


Disease No. of Cases 
neonato- 


30 
lobar V7 


Scarlet fever 272 
Syphilis . 44 
Tetanus 2 
Suppurative conjunc- 
tivitis 16 
Trachoma 1 


Tuberculosis, pulmo- 
nary 
Tuberculosis, other 
forms 20 
Typhoid fever 4 
Whooping cough 69 


Week Ending June 7, 1924 
(Including all cases reported before 11 A. M., Monday, 


June 9, 1924) 
Diphtheria Windham County 
Fairfield County Thompson | 3 
Bridgeport 9 
Norwalk 1 State total 19 
Bristol 1 Scarlet Fever 
East Hartford 2 Fairfield County 
Hartford 4 Bridgeport 13 
New Britain 2 Danbury (C) 1 
Middlesex County Fairfield . 2 
Haddam 1 Stamford (C) 1 
New Haven County Stamford (T) 1 
Ansonia 1 Stratford 1 
Derby 1 Hartford County 
New Haven 1 1 2 
Waterbury 5 Bristol 4 
New London County Glastonbury 2 
Jewett City 1 Hartford 15 
Windham County New Britain 8 
Willimantic 1 Rocky Hill 1 
— West Hartford 1 
State total 31 Wethersfield 1 
The following diphtheria 
bacilli carriers were = County 
H ee ted: New Haven County 
Whooping Cough New Haven 8 
Fairfield County Wallingford (B) 1 
Greenwich 2 Waterbury 9 
Norwalk 2 New London County 
Stamford (C) 1 Colchester 1 
Stamford (T) 2 Groton (T) 2 
Weston 1 Lebanon 4 
Westport 1 Norwich (C) 2 
Hartford County Norwich (T) 1 
Hartford 1 Stonington 4 
New Haven County Windham Coun 
Meriden (C) 3 Willimantic 3 
Wallingford (B) 1 Windham 3 
New London County —— 
New London 1 State total 99 
Stonington 1 Last week 107 


New Britain 


Litchfield County 
North Canaan 
Warren 


New Haven County 
East Ha 


1 
1 
5 
2 
‘2 
1 
1 
23 


8 
0 
1 
2 
1 


3 
3 
1 
3 
1 
2 


North Haven 


New London County 


Groton (B) 
Tolland County 
Stafford S 


WEEKLY REPORT OF INFECTIOUS DISEASES 


REPORTED TO THE STATE DEPARTMENT 
OF HEALTH OF MAINE 


For tHe Week Enpine June 7, 1924 


Standish 
Waterville 
Westbrook 
Westfield 


| & 


2 
2 
2 
1 
1 
1 
1 


Portland 
Southwest Harbor 
Waterville 


~ 
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Fairfield County New Haven 9 
Bethel 53 1 
Bridgeport 
Greenwich 3 
Stamford (C) 
Stamford (T) gs 1 
Hartford County arg 
Diphtheria 122 Berlin State total 110 
Dog-bite requiring East Hartford Last week 144 
Enfield 
Hartford Other Communicable 
Manchester Diseases" 
Windsor Locks German measles 15 
Influenza 1 
Mumps 103 
Pneumonia (lobar) 25 
Tetanus 1 
Washington Tuberculosis (pul.) 31 
Middlesex County on (other forms). 3 
Cromwell norrhoea 13 
—_____ Saybrook Syphilis 25 
No cases of typhoid fe- 
WEEKLY Morsipity Report 
Chickenpozr 
Ashland 
Belfast 
Boothbay 
Bucksport 
Morrill 
Portland Influenza 
Saco Lincoln a 
Winslow 
Measles 
Auburn 3 
Bangor 
Diphtheria Bath 
Lewiston Bingham 
Perry Boothbay 
Portland Buxton 
Georgetown 
Greene 
Kingfield 
Kittery 
Lewiston 
Phippsburg 
Portland 
German Measles Shapleigh 
Auburn gg 4Skowhegan 
Bangor Swanville 
Bath Topsham 
Danforth Waterboro 
Gorham West Bath 
Milo 
Portland 
Standish Mumps 
Topsham Kittery 
Norway 
Portland 
Skowhegan 
Gonorrhea South Portland : 
Alfred Thomaston 
Bangor 
Damari ta 
Fort Fairfield Pneumonia 
Livermore Falls Bath 2 
North Waterboro Freeport 3 


Kennebunk 1 
Lewiston 1 
Norway 1 
Sangerville 1 Tuberculosis 
Sidney : Berwick 1 
1 
11 Gorham 
Scarlet Fever Kennebunk 1 
Bangor 4 Mars Hill 1 
Eastport 2 Montville 1 
Ellsworth 1 New Gloucester 1 
Kennebunkport 1 North Anson 1 
Limerick 1 Portland 2 
Orland 1 West 2 
Princeton 1 Woodland 1 
Stonington 1 am 
Swanville : 15 
rm Whooping Cough 
Auburn 3 
Typhoid Fever Danforth 12 
1 Lewiston 3 
Belfast 1 Portland 4 
Biddeford 1 _— 
Lincoln 1 25 
Skowhegan 1 
5 
NEWS ITEMS 


New EnNGianp Roentcen Socrety.—At the 
annual meeting of the New England Roentgen 
Society, May 23rd, the following officers were 
elected for the year 1924-25: Dr. Frederick W. 
O’Brien, Boston,: President ; H. Cook, 
Worcester, Vice-president ; rank 
Wheatley, Boston, Secretary Treasurer ; 
Dr.,.Harvey Van Allen, Springfield, member of 
Executive Committee 


Tue Massachusetts TUBERCULOSIS LEAGUE 
reports the enrollment of the Massachusetts Le- 
gion of Modern Health Crusaders for 1923-1924 
to be 56,000, a gain of 21,000 over the enrollment 
of 1922-1923. 

The present enrollment is distributed by 
counties as follows: 


Suffolk 16250 
Essex—24 towns 14400 
Middlesex—22 towns .. 7000 
Norfolk—10 towns 4260 
Hampden—15 towns 3400 
Plymouth—7 towns 2200 
Worcester—14 towns 1903 
Franklin—17 towns 1700 
Hampshire—11 towns 1650 
Bristol—10 towns : 1400 
Berkshire—7 towns 1350 
Barnstable—4 towns 600 


First ANNUAL MEETING of the American As- 
sociation for the Study and Cure of Cancer 
(Founded October 12th, 1923) was held at the 
Chicago, Ill., June 11th, 1924, at 


The Limitation of Surgery and Radium Ther- 
apy in Cancer accentuates interest in Sys- 


temic Treatment C. Everett Field, M. D. 
Relation of the Para-etiology of Cancer to the 
Oxygen Imbalance ilypothesis 
Harry Edward Dunlop, M. D. 
(Title to be announced) George W. Crile, M. D. 
What the Public should know about Cancer 
C. Kelsey, M. D. 
A ancer from Within 
William Held, M. D. 
The Relation of Filt.. to Cancer 
A. J. Ochsmer, M. D. 
Intestinal Stasis and Cancer | 
H. Hallilay, Lieut.-Col. I. M. S. 
Malignant Growths in Children 
Paul Luttinger, M. D. 
A Euthanasia for Inoperable Cancer Cases. 
Evan O’Neil Kane, M. D. 


REMOVALS 


Dr. Frep O. Euper has removed from Win- 
chester (Middlesex East) to Marblehead (Essex 
South) where he is about to build. 


Dr. A. V. IsHERwoop of Dracut has ch 
his office from the Lowell Corporation Hospital 
to the Fairburn Building, Lowell. 


Dr. Samvuet Norman of Malden has moved 
his office from 241 to 217 Bryant Street, Malden. 


Dr. CHar.eEs M. Stmpson has moved from Dal- 
las, Texas, to Temple, Texas, where he is at the 
Scott and White Hospital. 


Dr. Francis J. CaLLANAN has moved from 
Roxbury to 90 St Mary’s street, Boston. He 
has been transferred therefore to the Suffolk 
District. He retains his office at 520 Common- 
wealth Ave., Boston. 


CORRESPONDENCE 
M. DOUGLAS FLATTERY FOUNDATION 


May 21, 1924. 
Editor, Boston Medical and Surgical Journal: 

I enclose herewith a translation of an article from 
Le Journal de Medicin de Lyons, describing the work 
of the Flattery Foundation, which no doubt will be 
of interest to your readers. 

Yours sincerely, 
Joun H. Deviin, 
Secretary to M. Douglas Flattery, 
Boston Conservation Bureau. 


(Translated from Le Journal de Medicin de Lyons) 


RESUME OF THE WorRK OF THE M. Dovetas FLATTERY 
FOUNDATION, INSTITUTE OF BACTERIOLOGY oF LYONS 


Four years ago, M. Douglas 
to the Institute of Bacteriology of Lyons, France, to 


The program was as follows: 
q President’s Address What is Cancer? | 
| 
| 
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of 


establish a permanent foundation; the proceeds 
used in research work 


which, each year, are to be 
upon infectious diseases. 

Under the terms of the trust, a scientist of estab- 
lished reputation is to be appointed each year for 
one year only, but if definite progress is made dur- 
ing the first year subsequent appointments may be 
made, but in no case can an appointment extend 
beyond three years. 

For the first three years, the beneficiary of this 
foundation was Dr. Paul Durand, head of the sero 
therapy department, and it is interesting to note 
today the very important work which, thanks to this 
fund, has resulted during 1920, 1921 and 1922. 


I. WORK ON DIPHTHERIA AND ANTI-DIPHTHERITIC SERUM 


‘In a series of notes to the Society of Biology (of 

France) in 1920 and 1921, Dr. Durand has made pub- 
lic his work on the subject of diphtheria, and the 
classification of the types of diphtheritic bacilli and 
anti-microbe sero therapy. 


(a) Classification of types of diphtheritic bacilli 


By the method of serums, agglutinous to a high 
degree, five types of diphtheritic bacilli have been 
determined, distinguished by agglutination, the sat- 
uration of the glutens and by the selective power of 
fermentation for certain of them (hydrates de car- 
bone). There remain also diphtheritic bacilli which 
cannot be put in this classification. 

This differentiation of the types of diphtheritic 
bacilli do not lessen in the least the preparation and 
the value of the anti-toxin, anti-diphtheritic serums. 
Indeed, Durand and Sedailian have demonstrated 
the oneness of the diphtheria toxin, whatever the 
type of bacillus used. The serums prepared with 
the toxin generally used by the Institute of Bacteri- 
ology of Lyons and the Pasteur Institute are poly- 
valents vis-a-vis of the toxin of whatever type of 
B. diphtheritic. This confirms previous experiments 
and also the value, in all clinical cases, of the anti- 
diphtheritic serum, the success of which has been 
so marked. 


(>) Preparation of anti-microbic serum 


On the other hand, in using the various types of 
diphtheritic bacilli in inoculating horses with the 
microbes, the anti-diphtheritic anti-microbic serum 
was prepared and the serums mixed at the same 
time, anti-toxic and anti-microbic, with which Dr. 
Durand has treated a number of patients in the study 


of diphtheria. 


Comparison of the patients treated hy the mixed 
serum and by the anti-toxin serum has shown the 


superiority of the first in the following ways: 


The mortality was reduced; the appearance of 
cardiac symptoms; the duration of the stay in the 
hospital, and finally the preventive power in cases 


of paralysis. 


The frequent presence of diphtheritic bacilli in 
the bulb, protuberance and cranial nerves in cases 
of diphtheria indicates a selective localization of the 
bacilli and explains the anti-paralytic action of the 


anti-microbic serum. 
(c) Anti-microbic serum in powder 


As Martin demonstrated, anti-microbic serum in 
powder is very efficacious in disinfecting the noses 
and rhino-pharynx of convalescents. The anti-micro- 
bic serum in powder at the Institute of Bacteriology 
of Lyons proves to be particularly active and has 
been used with success in numerous epidemics of 


diphtheria (school epidemics, departmental, army 


etc.). 
ade from this important work, others have been 
Other announcements 


published by Dr. Durand. 
have been made by Dr. Durand: 


bacilli on the hydrates of carbon; on the serum ana- 
phylaxis, by the anti-diphtheritic serums or others 
(by Dr. Pehu). 
During the course of an epidemic of diphtheria 
Durand was able to prove that diphtheritic B. was 
concerned: 
First, in similar epidemics, the single first origin 
of the contagion seems to be demonstrated, as well 
as the possibility of preventing a whole series of 
infectious cases by preventing the first one. 


Il, CLASSIFICATION OF THE STREPTOCOCCI; 


INFECTION ; 


PUERPERAL 
PREPARATION OF ANTI-STREPTO- 
COCCI SERUMS 


During the year 1922 the research work of the 
Flattery Foundation was devoted to another very 
important group of infectious diseases—streptococcic 
infections. 
It is known that the different microbes included 
in the name of streptococcus can cause many dis- 
eases: anginas, phlegmons, erisypelas, puerperal fe- 
ver, etc. Many points remain obscure in these dis- 
eases, especially in the method to be followed for 
their prophylaxis and treatment. The research work 
of the Institute has tried to make clear the following 
definite points: 


(a) Multiplicity of the streptococci 
Classification: The problem of the unicite or of 
the plurality of the streptococci has not yet been 
decided in spite of the latest research work of Do- 
chez, Avery and Langfield in the U. S. A. Paul 
Durand and Sedailian have been working since 1921 
on the solution of the problem by the serological 
method applied to hemolytiques streptococci. They 
have got together 99 samples of streptococci taken 
from erisypelas, phlegmons, purulent pleurisy, puer- 
peral fever, etc., and have classified them by the 
proof of agglutination and by the saturation of the 
glutens. The glutinous serums were obtained by 
rendering immune rabbits with each of these echan- 
tillons of streptococci. Horses treated with anti- 
streptococcic serum have been similarly used. The 
authors have thus been able to classify hemolytic 
streptococci into a certain number of types, each one 
comprising a more or less considerable number of — 
isolated microbes. Aside from these types, many 
streptococci appear isolated and without serological 
connection with the others. 

This research work is of special interest in the 
preparation of anti-streptococci serums. One will 
obtain the best serums by inoculating horses with 
the repondent of streptococci which respond to the 
different types thus isolated, instead of injecting hap- 
hazard a certain number of unknown microbes. The 
serums thus obtained at the Institute of Bacteriology 
of Lyons are really polyvalents. 

(b) Etiology and prophylazis of puerperal fever 

Since Pasteur’s discovery the research work of 
Chauveau, Arloing, Widal, and more recently of 
Vimaure have made clear the part played by the 
streptococcus in general in the infection of women 
in childbirth. But are the streptococci which cause 
this puerperal fever always of the same type? This 
is important in the prophylaxis of the illness and 
in the preparation of a corresponding anti-strepto- 
cocci serum. Durand and Sedailian have collected 
at the Charity Maternity Hospital 34 specimens of 
streptococci, 24 of which, coming from women in 
childbirth, infected some, in others before their en- 
trance into the hospital. By the methods explained 
above, the authors have determined the type of iso- 
lated streptococci. However, they have shown first 
that the different microbes isolated from one person 
(in the blood, pus or lochia) belong always to the 


The non-absorption of diphtheritic anti-toxin 
the mucus bucallis; on the action of diph 


by 
theritic 


same type; there was no puerperal fever which 
showed various types of streptococci. Second, that 
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in the cases of a series of women infected in the 
same maternity service during a period of eight 
months, it was the same type of streptococcus which 
was the cause, and that this type was found only 
where there was puerperal infection, 

The conclusions of these facts are most important, 
first of all in the etiology of puerperal fever. In the 
cases cited, this disease seems to have been caused 
not, as generally thought, by contact with sick wom- 
en already infected, coming from outside, and the 
recently confined women, but very likely from a cause 
persisting in the service of the hospital and probably 
by the people in charge, or even the doctor himself, 
transmitting successively a similar streptococcus to 
a series of women on their entry into the hospital, 
so much so that in the service at the Maternity Hos- 
pital the wearing of a mask by the accouchers and 
accoucheuses has been practised in order to suppress 
infection of the patients (by speaking, coughing, 
sneezing, etc.) with puerperal: infection, as the wear- 
ing of a mask in surgery is now always done in order 
to avoid infection during operations of the same 
origin. It is a notable fact that cases of puerperal 
infection due to this microbe have ceased since this 
precaution was taken by Dr. Voron, head of the 
Maternity Hospital, who has emphasized these facts 
and their importance to the Obstetrical Society. 


_Ill, THE PREPARATION OF THE ANTI-STREPTOCOCCIC SERUM 


The preceding research work has led to a special 
preparation of anti-streptococcic serum at the Insti- 
tute of Bacteriology of Lyons. Horses are inoculated 
with the greatest possible number of types disclosed 
by the methods explained above, in an effort to have 
the serums really polyvalent. On the other hand, 
a serum was prepared with the streptococcus which 
caused for eight months the series of successive 
cases at the Maternity Hospital. This monovalent 
serum was made especially for infections of this type 
and was employed with success in the service every 
time where it was a question of puerperal infection 
due to this type of microbe. 

In summing up the research work which has been 
done by the Douglas Flattery Fund, it is of great 
importance from a theoretical as well as a practical 
point of view. From a theoretical standpoint: dem- 
onstrations and classifications of types of diphtheritic 
bacilli; demonstration and classification of the types 
of hemolytique pathogenes streptococci. From a 
practical viewpoint: special preparations of great 
therapeutic value of anti-diphtheritic anti-microbic 
serum; new prophylaxis in puerperal fever; prepa- 
ration of special serums of anti-streptococcus; genu- 
ine polyvalents; preparation of monovalent serums 
adapted to a certain type of streptococcus epidemic. 


A WORTHY OBJECT 
Dear Editor: 

The Boston Tuberculosis Association, at its Pre 
ventorium in Mattapan, in addition to the twenty 
children who are there regularly, plans to take 100 
additional children for the summer months of July 
and August. 

These children will come from the same group as 
the others. They will be from among those who 
have been exposed to consumption and who will 
undoubtedly be the consumptives of the next gen- 
eration unless preventive means are taken. These 
children will be cared for free of charge. 

The Camp is urgently in need of tents, canvas 
cots, dishes and cutlery of all kinds. We are hop- 
ing that you will call this to the attention of your 
readers so that our wants for this purpose may be 
widely known. 

A mess tent is especially needed as well as two 
others approximately 7x7 feet. 

Any contributions along the lines as mentioned 
above should be sent to the Boston Tuberculosis As- 
» No. 25 Huntington Avenue, Boston. 


Any information in regard to what the Associa- 
tion is undertaking will be gladly given. 
Yours sincerely, 
Joun B. Hawes, M.D. 


NOTICES 


HEALTH UNIT, 17 BLOSSOM STREET 
. The regular monthly meeting of the West End 
Neighborhood Conference will be held at the Health 
Unit, Friday, June 20, 1924, at 3.30 P. M. Miss Helen 
F. McCaffrey, Supervisor of School Nurses, will pre- 
side. A splendid recreational program has been de- 
veloped in East Boston by the Community Service 
of Boston, with Mr. John A. Martin in charge. All 
of the community, welfare, health and civic organi- 
zations of Boston speak highly of the program devel- 
oped and of the splendid results achieved, with a 
tremendous interest by children and adults who have 
taken advantage of the program. 

Mr. Martin will speak on “Community Service of 
n.” 


Dr, CHARLES F. WILINSKY, 
West End Neighborhood Conference— 
Director Health Unit. 


NARCOTIC DRUG REGISTRATION 


REGISTRANTS under the Harrison Narcotic Act 
have received from the internal revenue office 
the usual reminder that their narcotic registra- 
tions are to be renewed on or before July Ist. 
Forms for this purpose have been distributed, 
together with notices calling attention to a num- 
ber of provisions which registrants frequently 
overlook. 

One of the important things for registrants to 
remember is that a remittance covering the class 
of tax desired should accompany each return 
and that the remittance should be either in the 
form of a money order or a certified check. 

Registrants in the first four classes are re- 
minded that they must also register in class 5 
in order to dispense untaxed narcotic prepara- 
tions containing narcotics. Although no addi- 
tional tax is required for such registration a sep- 
arate return must be filed for this privilege. 

It is necessary for registrants in classes 3 and 
4 to prepare an inventory of narcotic prepara- 
tions in their possession and file a duplicate 
copy with Collector Maleolm E. Nichols at the 
time of making application. 


CHILD WORKERS IN NEW YORK 
TENEMENTS 


ILLEGAL employment of children in tenement 
homes in New York City is characterized as 
serious by State Industrial Commissioner Ber- 
nard Shientag, in reporting the results of a re- 
cent investigation. Seventy-nine per cent of 
the children included in the study who worked 
regular at home were under 14, the legal mini- 
mum age for such work, and 35 per cent were 
under 10. The administration of the home- 
work law in New York State, beginning July 1, 
will be given to the Bureau of Women in In- 
dustry of the Labor Department; the head of 
this bureau is Miss Nelle Schwartz.—Children’s 
Bureau, U. 8. Dept. Labor. +s 
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